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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/?  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 
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Russian  Thistle 

(Salsola  pestifer,  A.  Nelson) 

Distress  for  Allergic  Patients 


Benadryl 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

To  Combat  Symptoms  of  Weed-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistaminic— re- 
lieves sneezing,  nasal  congestion,  itching,  and  lacrimation. 
Antispasmodic  — relieves  bronchial  and  gastrointestinal 
spasm.  Precautions:  Persons  who  have  become  drowsy  on 
this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  en- 
gage in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
if  used  with  BENADRYL,  should  be  prescribed  with  cau- 
tion because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL.  Side  Effects:  Side  reac- 
tions, commonly  associated  with  antihistaminic  therapy 
and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 
and  cardiovascular  systems.  Most  frequent  reactions  are 
drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in  Kapseals®  of  50 
mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
ride. The  pink  capsule  with 
the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


PARKE-DAVIS 

PARKE.  DAVIS  <L  COMPANY,  Dctro/t,  Michigan  48232 
72665 


BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SUIFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT 


& DUNK  G,  INC. 

BALTIMORE  MARYLANI  21201 


Doctor:  Cut  your  billing  and 
bookkeeping  costs! 


The  Valley  Bank  offers  you  “Medac”  — Arizona’s  only  com- 
plete, automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  bi-monthly  reports  of  your  balance  sheet 
and  P.&L. 

* Provides  smooth,  efficient  continuity  despite  personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we  believe  to  be  the 
best  in  the  U.S.  The  doctors  we  now  serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB  representative  show  you 
the  very  real  advantages  of  VNB-MEDAC  — at  your  convenience 
(and  without  obligation). 


CONTACT  ANY  VALLEY  BANK  OFFICE 


or  phone: 

(Phoenix)  261-2718  • (Tucson)  624-8711,  ext.  224 


there  is  a difference 


in  bookkeeping  systems 
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■ Plastic  Eyes  and  Contact  Lenses  ■ Zenith  Hearing  Aids 
■ Distributor  for  Major  Optical  Manufacturers 


■ Complete  line  of  Refractory  Equipment  ■ Office  Planning  and  Layout 


A SIGN  OF  TRUST 


14  E.  Monroe  St. 
ALpine  8-8928 
2021  N.  Central  Ave. 
252-3242 

4350  N.  Central  Ave. 
AMherst  6-8824 


909  E.  Brill 
252-8904 

218  E.  Stetson  Dr.  ( Scottsdale ) 
WHitney  6-1711 
Marcus  J.  Lawrence  Clinic 
Cottonwood,  Arizona 


PARK  CENTRAL 

2040  W.  Bethany  Home  Rd, 

274-3193 

550  W.  Thomas  Rd. 

CRestwood  4-5409 

461  W.  Catalina  Dr. 

CRestwood  9-3509 


HOME  OFFICE:  625  E.  Indian  School  Road  . . 264-5666 


PHOENIX  McLEOD  OPTICAL 


Medical  Center  K-fdaif  and  Clinical  ialteraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

■ 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Rad'  '-agist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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First  National  Bank's 
Trust  Department 

OFFERS 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


INVESTMENT 

MANAGEMENT 


Your  investment  portfolio  can  be  tailored 
to  your  needs  and  objectives  through  con- 
tinuous professional  management. 

• • • You  may  wish  growth  type  securities. 

• • • Special  income  requirements  may  be 

important. 

• • • Tax  exempt  income  may  be  desirable. 

• • • Changing  income  or  family  situation 

may  require  new  objectives. 

First  National’s  investment  specialists 
will  assist  in  designing  a program  which 
will  meet  your  individual  needs,  and  carry 
out  the  complicated  details  of  investment 
management. 


NATIONAL 

BANK 

OF  ARIZONA 


Complete  Trust  Services  Statewide 

In  Tucson  call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
Sn  Phoenix  call  Mr.  David  G.  Davies,  271-6000 

or  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  T ablets  of  1 00  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

& 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 
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good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pr  ~ 
scription  costs.  One  tablet  a day  is  a popular  dosage  So 
one  tablet  every  other  day.  You  may  even  find  half  ' ablet  t - ee 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tabiet.  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygroton  chlorthalidone  Gaigy 


NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamin 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  lesi 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  ml.  and  in  bottles  of30ml.with  droppe 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadii  (brand  of  thenyldiamine),  an 
Zephiran  (brand  of  benzalkcnium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat,  Off. 


Hay  fever. . . 
a summer  hazard 

prescribe 
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\2A/AL_ 

ULTRA-VIOLET  ABSORBING  LOTION* 


Clinical  studies  show  that  many  drug-induced  photosensitivities  are  ini- 
tiated by  solar  rays  longer  than  3200  A.  Most  commercial  lotions  absorb 
only  short,  burning  rays  up  to  about  3100  A.  New  UVAL  provides  excel- 
lent screening  of  short,  erythema-causing  waves  and  sustains  high  effec- 
tiveness throughout  the  photosensitizing  spectrum  (up  to  6500  A).  More- 
over, laboratory  studies  in  humans  demonstrate  that  UVAL  protects  hours 
longer 1 than  any  other  sun-screening  agent  available.  Such  protection  is 
unprecedented.  UVAL  has  no  known  contraindications  and  is  cosmetically 
acceptable.  Literature  (including  a list  of  photosensitizing  agents)  and 

Samples  available  on  request,  }As  long  as  UVAL  remains  on  the  skin 

Distributed  by  / " \ THE  STUART  COMPANY,  Pasadena,  California 

I Stuart  I Division  of  Atlas  Chemical  Industries,  Inc. 

*10%  2-hydroxy-4-methoxybenzophenone-5-sulfonic  acid 
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There’s  nothing 
like  a vacation'" 
for  relaxing  stress-induced 
smooth  muscle  spasm 


.. 


nothing,  that  is,  except  the 

sedative-antispasmodic  action  of 


Donnatal 


Prescribed  by 
more  physicians 
than  any  other 
antispasmodic 
—well  over  5 
billion  doses! 


Ry  its  combination  of  natural  belladonna  alkaloids  with  phenobarbital,  Donnatal  Bryce  Canyon3^ 
provides  potentiated  antispasmodic  action  unsurpassed  in  its  record  of  depend-  Jn  each  Tablet  Capsule  ' 
able  efficacy  and  safety.  - 

Contraindications:  Glaucoma,  advanced  renal  or  hepatic  disease,  or  hypersen-  0.1037 mg 

sitivity  to  any  ingredient.  Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction  as  in  prostatic  hyper- 
trophy. Side  Effects:  Blurred  vision,  difficult  urination,  or  flushing  and  dryness 
of  Hie  skin  may  occur  at  higher  dosage  levels,  rarely  at  the  usual  dosage. 


or  5 cc.  Elixir 

1 mg. 

0.0194  mg atropine  slilfate .,L. 0.0582  mg. 

0.0065  mg hyps, cine  hydrobromide  0.0195  mg. 

16.2  mg.  (]/A  gr.)...,.; phenobarbital  ....(%  gr.)  48.6  mg.  \ 

(Warning:  may  be  habit  forming.) 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20.. 


to  assure  pain  relief  in  relaxant  therapy 

In  painful  skeletal  muscle  spasm,  relief  of  pain  does  not  always  follow  relaxant  therapy, 
as  in  the  presence  of— 

Provocative  pain,  when  muscle  spasm  is  triggered  by  some  underlying  musculo- 
skeletal defect. 

Residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree  of  myalgia 
that  continues  to  cause  discomfort. 

Severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence  of  symptoms 
in  spite  of  relaxant  therapy. 

Emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tensions  that 
undermine  the  efficacy  of  relaxant  medication. 

For  decisive  relief— lest  persistent  pain  overshadow  the  benefits  of  relaxant  therapy— many  physi- 
cians prescribe  Robaxisal  or  Robaxisal-PH. 


Synergistic  double  action 

In  Robaxisal  the  potent  action  of  the  well-recog- 
nized skeletal  muscle  relaxant  Robaxin  (methocarba- 
mol)1,2,3,4,5,6,8  is  accompanied  by  the  time-tested  anal- 
gesia of  aspirin.  This  “rational  therapeutic  combina- 
tion”7 proves  especially  effective,  since  clinical  studies 
have  attested  that  the  concurrent  ingestion  of  metho- 
carbamol and  aspirin  produces  higher  salicylate  lev- 
els than  equivalent  doses  of  aspirin  alone7. . .with 
“gratifying  relief”  of  pain  as  well  as  spasm.7 


Supplementary  sedation 

In  Robaxisal-PH,  the  relaxant  Robaxin  is 
combined  with  the  analgesic-sedative  ingre- 
dients of  the  popular  Phenaphen  formula, 
for  use  when  emotional  tensions  aggravate 
the  spasm-pain  syndrome.  Anxiety  is  eased 
by  the  phenobarbital  component,  which  also 
enhances  analgesic  effects;  and  any  tendency 
to  gastric  upset  is  minimized  by  hyoscyamine 
in  the  formulation. 


INDICATIONS:  Strains  and  sprains,  painful  disorders  of  the 
back,  “whiplash”  injury,  myositis,  pain  and  spasm  associated 
with  arthritis,  torticollis,  and  headache  associated  with  muscu- 
lar tension. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  one  of  the 
components. 

SIDE  EFFECTS:  Lightheadedness,  slight  drowsiness,  dizziness 
and  nausea  may  occur  rarely  in  patients  with  unusual  sensitiv- 
ity to  drugs,  but  usually  disappear  on  reduction  of  dosage. 


References:  1.  Carpenter,  E.  B.,  South.  M.J.  51:627, 
1958.  2.  Crookshank,  J.  W.:  J.  Louisiana  State  Med. 
Soc.  1 14:272,  1962.  3.  Feinberg,  I.,  et  al.:  Am.  J.  Ortho- 
ped.  4:280,  1962.  4.  Fitzgerald,  YV.  J.:  Miss.  Valley  M.J. 
82:146,  1960.  5.  Forsyth,  H.  F.:  J.A.M.A.  167:163, 
1958.  6.  Meyers,  G.  B.,  and  Urbach,  J.  R.:  Penna.  M.J. 
64:876,  1961.  7.  Truitt,  E.  B.,  Jr.,  Morgan,  A.  M.,  and 
Nachman,  H.  M.:  South.  M.J.  54:318,  1961.  8.  Weiss, 
M.,  and  Weiss,  S.:  T.  Am.  Osteopath.  Assn.  62:142, 
1962. 


ROBAXISAL 


Each  pink-and-white  laminated  Tablet  contains: 


Robaxin®  (methocarbamol,  Robins) 400  mg. 

U.  S.  Pat.  No.  2770649 

Aspirin  (5  gr.) 325  mg. 


ROBAXISAL-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin®  (methocarbamol,  Robins) 400  mg.  Hyoscyamine  sulfate  . . 0.0'  / mg. 

Phenacetin  (U/2  gr.) 97  mg.  Phenobarbital  (Wgr.) 8 1 

Aspirin  (114  gr.)  81  mg.  (Warning:  Maybe  habit  forming.! 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
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BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Tuesday,  April  27,  1965, 
in  the  Hacienda  Room  of  the  Pioneer  International  Ho- 
tel, Tucson,  Arizona,  convened  at  8:20  P.M.,  Paul  B. 
Jarrett,  M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Beaton,  Lindsay  E.;  Brazie,  Walter;  Brewer, 
W.  Albert,  President;  Derickson,  Philip  G.;  Dexter, 
Richard  L.;  Dierker,  Hugh  E.;  Dudley,  Jr.,  Arthur  V., 
Treasurer;  Dysterheft,  Arnold  H.;  Finke,  Howard  W.; 
Flynn,  Richard  O.;  Henderson,  Charles  E.,  Secretary; 
Jarrett,  Paul  B.,  Vice  President  & Chairman;  Lorenzen, 
Robert  F.;  McDaniel,  W.  Sbaw;  Meliek,  Dermont  W.; 
Moody,  Deward  G.;  O’Hare,  James  E.,  President-Elect; 
Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.;  Smith,  Noel  G.; 
Steen,  William  B.;  Taylor,  Ashton  B.;  Mr.  Jacobson, 
Edward,  Counsel. 

Staff: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 

Guests: 

Dr.  Hall,  Wesley  W.,  Member,  Board  of  Trustees, 
AMA;  Mr.  Whaley,  Dallas  E.,  Field  Representative, 
AMA;  Dr.  Chesser,  Ian  M.,  Chairman,  Medical  Eco- 
nomics Committee;  Dr.  Semsch,  Robert  D.,  President, 
Physicians  and  Surgeons  Underwriters  Insurance  Com- 
pany; Mr.  Graham,  Ernest  E.,  Executive  Vice  President, 
Physicians  and  Surgeons  Underwriters  Insurance  Com- 
pany; DeLeeuw,  Charles  A.,  Insurance  Consultant;  Mr. 
Boykin,  Paul  R.,  Executive  Secretary,  Board  of  Medical 
Examiners  — State  of  Arizona. 

Excused: 

Dr.  Cloud,  Daniel  T. 

MINUTES 

Minutes  of  the  meeting  of  the  Board  of  Directors 
held  February  14,  1965,  approved. 

MEDICAL  ECONOMICS  COMMITTEE 

Physicians  and  Surgeons  Underwriters  Insurance 
Company 

Ian  M.  Chesser,  M.D.,  Chairman  of  the  Medical  Eco- 
nomics Committee  of  this  Association,  introduced  Rob- 
ert D.  Semsch,  M.D.,  President,  and  Mr.  Ernest  E.  Gra- 
ham, Executive  Vice  President,  and  Mr.  Charles  A.  De- 
Leeuw, Phoenix  Insurance  Consultant,  each  represent- 
ing the  Physicians  and  Surgeons  Underwriters  Insur- 
ance Company  of  Minneapolis,  Minnesota.  Each  partici- 
pated in  the  presentation  of  proposed  professional  lia- 
bility (malpractice)  coverage,  available  to  doctors  of 
medicine,  members  of  this  Association,  accepted  there- 
for. This  is  not  a true  group  program,  there  being  no 
specified  percentage  of  the  membership  required  to 
participate.  Association  approval  is  sought.  Consider- 
able discussion  ensued,  members  of  the  Board  present- 
ing numerous  questions  regarding  details  relating  to  the 
program  operation. 

It  was  moved  by  Dr.  Rhu,  seconded  by  Dr.  Meliek 
and  unanimously  carried  that  the  Association  disapprove 
acceptance  of  this  plan. 

DOCTOR  SEMSCH,  MESSRS.  GRAHAM  AND  DE 
LEEUW  LEFT  THE  MEETING  AT  THIS  POINT. 


Dr.  Chesser  presented  the  views  of  his  Committee 
regarding  this  program  following  previous  presentation 
by  Mr.  DeLeeuw,  stating  that  he  had  been  directed  to 
invite  the  Insurance  Company  representatives,  together 
with  himself  as  Chairman  of  the  Committes,  to  appear 
before  the  Board  this  evening  to  officially  present  the 
program  and  seek  Association  consideration  thereof.  He 
expressed  his  analysis  of  the  coverage  offered  and  com- 
mented as  regards  the  Board  deliberations  concluded. 

DOCTOR  CHESSER  LEFT  THE  MEETING  AT 
THIS  POINT. 

Medicare  Contract  No.  DA-49-192-MD-1I6 

Authorized  execution  of  (1)  Supplemental  Agreement 
I.  D.  No.  11608,  modifying  the  final  negotiated  claim 
rate  for  the  period  commencing  March  1,  1963  and  end- 
ing August  31,  1964,  to  be  $1.42  for  each  claim  pro- 
cessed and  paid;  (2)  Statement  of  Balance  due  the  Con- 
tractor for  the  Government  for  this  period  amounting 
to  $6,745.66,  which  has  been  forwarded  by  the  Fiscal 
Administrator,  Arizona  Blue  Shield  Medical  Service,  to 
the  Office  for  Dependent’s  Medical  Care;  (3)  Three- 
Party  Release  Form  - Contractor’s  Release,  reflecting  a 
total  payment  for  this  period  of  $910,049.71;  and  (4) 
Three-Party  Assignment  Form  - Contractor’s  Assignment 
of  Refunds,  Rebates,  Credits,  and  Other  Amounts,  in- 
cluding a Cumulative  Claim  and  Reconciliation  State- 
ment covering  the  period  referred  to. 

GUESTS 

Wesley  W.  Hall.,  M.D.,  Member  of  the  Board  of 
Trustees  of  the  American  Medical  Association,  a guest 
of  the  74th  Annual  Meeting  of  of  this  Association,  to  be 
convened,  was  introduced  by  the  Chairman.  His  remarks 
were  brief  inasmuch  as  he  is  scheduled  to  appear  before 
the  assembly  tomorrow. 

Dallas  F.  Whaley,  Field  Representative  of  the  Amer- 
ican Medical  Association,  was  likewise  introduced,  ex- 
pressing his  availability  to  render  service  as  he  may  be 
called  upon  to  do  so. 

PROFESSIONAL  COMMITTEE 

Jack  E.  Brooks,  M.D.,  Chairman  of  the  Professional 
Committee  of  this  Association,  unable  to  attend,  pre- 
sented a letter:  (1)  stressing  the  importance  of  main- 
taining continuity  of  the  membership  of  the  Commit- 
tee, including  the  Chairman,  because  of  tbe  large  amount 
of  pertinent  material  remaining  to  be  completed;  (2) 
recommending  the  establishment  of  a Subcommittee  on 
Indian  Health;  (3)  calling  attention  to  requests  received 
from  Arizona  specialty  organizations  asking  that  com- 
munications be  improved  with  such  groups  concerning 
speakers  at  the  Annual  Meeting;  and  (4)  recommending 
that  the  Board  either  charge  the  Professional  Commit- 
tee, or  establish  a separate  committee,  to  study  the 
probable  impact  that  Medicare,  in  one  form  or  another, 
and  the  proposed  Federal  legislation  on  heart  disease, 
cancer  and  strokes,  will  have  on  the  professional  as- 
pects of  the  practice  of  medicine  in  Arizona. 

It  was  concluded  that  these  subjects  properly  (all 
within  the  scope  of  activity  of  the  Professional  Commit- 
tee as  outlined  in  the  By-Laws  of  the  Association  and 
should  be  referred  to  it,  the  President  taking  cogni/anct 
of  comments  relating  to  membership  of  the  Committee 
when  submitting  his  recommendations  at  a future  meet- 
ing. 
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Arizona  State  Hospital 

The  Board  of  Directors,  in  meeting  held  February 

14,  1965,  recommended  to  the  Governor,  the  Honorable 
Samuel  P.  Goddard,  that  there  be  established  a “Medical 
Advisory  Board”  to  the  Arizona  State  Hospital  Board 
and  Medical  Administrator,  to  consist  of  five  Arizona 
licensed,  practicing  doctors  of  medicine  to  be  recom- 
mended by  this  Association,  three  of  whom  shall  be 
psychiatrists  and  two  non-psychiatrists. 

Louis  S.  Meyer,  Administrative  Assistant  to  the  Gov- 
ernor, by  letter  dated  March  12,  1965,  acknowledged 
receipt  of  the  communication  setting  forth  the  recom- 
mendation of  this  Board,  advising  that  the  Governor’s 
Office  is  presently  thoroughly  reviewing  the  various 
committees,  both  statutory  and  otherwise,  which  relate 
to  the  Arizona  State  Hospital  and  to  the  mental  health 
field  in  general.  The  Board’s  suggestion  is  being  taken 
under  advisement  and  will  b given  very  serious  c-onsid- 
ration.  Received. 

Selective  Service  Rejectee  Referral  Program 

Confirmed  Presidential  interim  appointments  of  Ru- 
land  W.  Ilussong,  M.D.,  a general  practitioner;  Monroe 
H.  Green,  M.D.,  an  internist;  William  B.  McGrath, 
M.D.,  a psychiatrist;  and  Henry  G.  Williams,  M.D.,  a 
surgeon,  all  of  Phoenix,  to  represent  this  Association  in 
anticipation  of  a meeting  to  be  held  on  or  about  May 

15,  1965,  to  be  called  by  the  Commissioner  of  the  Ari- 
zona State  Department  of  Health  in  connection  with  the 
administration  of  the  Selective  Service  Rejectee  Re- 
ferral Program,  under  the  development  and  manage- 
ment of  Chester  J.  Carpenter,  Assistant  to  the  Commis- 
sioner. 

Mr.  Chester  J.  Carpenter,  by  letter  dated  April  15, 
1965,  reported  that  his  Department  is  in  the  process  of 
negotiating  a contract  with  the  U.S.  Public  Health  Serv- 
ice which  will,  when  consumated,  fund  the  program. 
Delay  is  anticipated;  hodever,  it  may  be  expected  that 
the  Association  will  be  kept  informed  as  to  progress. 
Received. 

Study  of  Nursing  Needs  and  Resources  in  Arizona 

Dr.  Brewer  presented  for  discussion  the  project  of  the 
Joint  Commission  to  Study  Nursing  Needs  and  Re- 
sources in  Arizona,  sponsored  by  the  Arizona  State 
Nurses’  Association.  The  Arizona  Tuberculosis  and 
Health  Association  has  expressed  a desire  to  participate 
and  the  ASNA  will  consider  a contribution  toward  the 
project  at  a meeting  scheduled  to  be  held  May  8,  1965. 
This  Association  is  requested  to  give  similar  considera- 
tion to  the  project  in  the  hope  that  it  will  see  fit  to 
contribute  financially  thereto.  No  official  request  for 
such  financial  contribution  has  been  received  to  date; 
however,  it  is  anticipated.  Received. 

Arizona  Bar 

Dr.  Brewer  reported  that  the  Arizona  Bar,  through 
Mr.  Roger  W.  Perry,  has  expressed  a desire  of  main- 
taining and  improving  professional  relationships  between 
attorneys  and  physicians,  taking  active  steps  toward  the 
realization  of  the  objective  of  discussing  any  areas  of 
friction  between  physicians  and  lawyers  or  any  other 
matters  of  mutual  interest.  It  was  reported  that  this 
matter  had  been  previously  referred  to  the  Professional 
Committee  for  consideration  by  its  Sub-committee  on 
Allied  Medical  Groups.  It  is  anticipated  a meeting  will 


be  arranged  in  this  regard. 

BOARD  OF  DIRECTORS 

Blue  Shield  Alignment 

Arizona  Hospital  Association  submits  resolution  adopt- 
ed by  its  Board  of  Trustees,  February  13,  1965,  the 
outcome  of  a recommendation  by  members  of  that  body 
and  this  Association,  previously  meeting  in  joint  session 
for  the  purpose  of  studying  the  orderly  alignment  of 
Blue  Shield: 

“WHEREAS,  some  hospitals  maintain  departments  in 
radiology,  pathology,  cardiology  and  physical  medicine; 
and 

“WHEREAS,  such  hospitals  in  connection  with  the 
operation  of  such  departments  often  make  available  the 
services  of  independent  contractor  physicians,  such  as 
radiologists,  pathologists,  cardiologists,  and  physiatrists; 
and 

“WHEREAS,  such  hospitals  customarily  include  in 
their  bill  for  hospital  services  the  charges  of  the  inde- 
pendent contractor  physicians;  and 

“WHEREAS,  it  is  in  the  interests  of  the  ethical  prac- 
tice of  medicine  that  such  bills  carry  the  name  of  the 
independent  contractor  physicians  and  disclose  the  fact 
that  the  hospital  is  billing  agent  for  such  physicians; 

“NOW  THEREFORE,  be  it  resolved  by  the  Arizona 
Hospital  Association  that  member  hospitals  which  pro- 
vide the  services  of  independent  contractor  physicians 
such  as  radiologists,  pathologists,  cardiologists  and 
physiatrists,  and  act  as  billing  agents  for  such  physi- 
cians, should  by  appropriate  imprint  on  the  hospital 
billheads  specify  the  names  of  such  physicians  and  dis- 
close that  the  hospital  is  billing  agent  for  such  phy- 
sicians.” 

Communication  received.  It  is  reported  that  a similar 
resolution  will  be  introduced  by  the  Maricopa  delega- 
tion at  the  meeting  of  the  House  of  Delegates  scheduled 
to  convene  tomorrow  morning. 

Board  of  Medical  Examiners 

Approved  nominations  to  fill  three  (3)  vacancies  on 
the  Board  of  Medical  Examiners  of  the  State  of  Arizona, 
anticipated  July  1,  1965,  to  be  submitted  to  the  Gov- 
ernor of  the  State  for  his  consideration  and  appointment 
selection,  representing  the  counties  and  for  the  terms 
set  forth,  all  in  accordance  with  the  statutes: 

MARICOPA  (one  vacancy  for  the  term  of  (5)  years 
1965-1970);  Drs.  Bendheim,  Otto  L.,  (Phoenix);  Price, 
Robert  A.,  (Phoenix);  Williams,  Henry  G.,  (Phoenix). 

PIMA  (one  vacancy  for  the  term  of  (1)  year  1965- 
1966):  Drs.  Derickson,  Philip  G.,  (Tucson);  Steen,  Wil- 
liam B.,  (Tucson). 

The  statute  provides  for  a board  of  five  members,  one 
member  to  be  from  Maricopa  County  and  one  from 
Pima  County;  the  other  three  to  be  from  counties  other 
than  Maricopa  and  Pima;  the  Association  to  submit  to 
the  Governor  at  least  two  names  from  its  membership 
for  each  vacancy  to  be  filled;  and  no  appointee  shall 
have  been  a member  of  the  board  in  the  three  years 
next  preceding  his  appointment  and  each  appointee,  for 
at  least  the  full  five  years  next  preceding  his  appoint- 
ment shall  have  been  and  be  a resident  of  Arizona,  and 
be  a doctor  of  medicine  engaged  in  the  full-time  prac- 
tice of  medicine  in  this  state.  The  term  of  office  shall 
be  for  five  years,  excepting  that  initially  such  terms 


508 


Arizona  Medicine 


shall  be  for  five  years  or  such  number  of  years  less  than 
five  as  may  be  required  in  order  that  there  shall  be  but 
one  regular  term  expiring  each  year. 

Howard  W.  Finke,  M.D.  (Superior-Pinal)  and  Melvin 
W.  Phillips,  M.D.  (Prescott- Yavapai),  currently  members 
of  the  Board,  were  appointed  by  the  Governor,  July  1, 
1964,  to  serve  for  terms  of  four  years  (1964-68)  and  five 
years  (1964-69),  respectively. 

Other  nominations  approved  (one  vacancy  for  the 
term  of  (2)  years  1965-1967): 

COCONINO,  Dr.  Dierker,  Hugh  E.  (Flagstaff) 

SANTA  CRUZ,  Dr.  Noon,  Zenas  B.  (Nogales). 

Board  of  Health 

At  the  request  of  the  Governor,  and  in  accordance 
with  the  statutes,  the  following  additional  nominees 
were  approved  and  names  authorized  submitted  to  him 
to  fill  a vacancy  on  the  Board  of  Health  of  the  State  of 
Arizona  which  occurred  February  1,  1965,  for  the  term 
of  five  years: 

Drs.  Dierker,  Hugh  E.,  (Flagstaff-Coconino);  Ochsner, 
II,  Albert  J.  (Yuma-Yuma);  Payne,  William  G.  (Tempe- 
Maricope);  Saba,  Joseph,  (Warren-Cochise);  Tucker, 
William  P.  (Florence-Pinal). 

Territorial  Medicine  Publication 

Robert  S.  Flinn,  M.D.,  accepts  appointment  to  mem- 
bership on  this  Ad  hoc  Committee  for  Arizona  Terri- 
torial Medicine  Publication. 

Dr.  Brewer,  Chairman  of  this  Committee,  reported 
review  by  that  body  this  afternoon  of  the  first  two 
chapters  of  the  proposed  publication  titled:  (1)  Indian 
Shaman  and  Spanish  Surgeon;  and  (2)  Medicine  and 
Mule  Trains.  Chapter  (3),  Adventuresome  Trails,  and 
(4)  From  the  Trails  to  the  Towns,  are  in  the  course  of 
preparation.  All  of  these  will  be  included  in  Part  I.  A 
tentative  outline  of  Part  II,  Surgery  and  Contagious 
Diseases,  was  also  discussed.  Part  III  will  be  devoted  to 
the  Medical  Association.  It  is  estimated  at  this  time  that 
the  publication  will  approximate  five  hundred  pages. 
The  entire  manuscript  is  scheduled  for  completion  Au- 
gust next  to  be  submitted  for  review  in  October  follow- 
ing. Received. 

Committee,  through  its  Chairman,  empowered  to  re- 
negotiate continuance  of  contract  with  Miss  Frances 
Quebbeman  of  Tucson  to  completion  of  transcript,  ap- 
proximating six  months  from  May  1,  1965,  at  the  cur- 
rent fee  of  $250.00  per  month. 

Community  Service  Award 

Paul  L.  Singer,  M.D.  (Phoenix),  nominee  for  the 
“Community  Service  Award  to  Physicians”  for  1965, 
presented  by  the  A.  H.  Robins  Company  of  Richmond, 
Virginia,  accepts  with  humble  and  gratewul  apprecia- 
tion this  honor.  Received. 

Fifty-Year  Club  Membership 

Charles  S.  Smith,  M.D.  (Nogales-Santa  Cruz),  eleva- 
ted to  membership  in  the  “Fifty-Year  Club’  of  the  As- 
sociation, accepts  with  grateful  appreciation;  however, 
expresses  doubt  he  and  Mrs.  Smith  will  be  able  to  ac- 
cept the  invitation  to  be  present  at  the  President’s  Din- 
ner-Dance, Friday,  April  30,  1965,  to  receive  the  honor 
then  to  be  bestowed  due  to  the  serious  illness  of  his 
wife.  Received. 

Membership  Classification  Changes 

Maricopa  County  Medical  Society:  Granted  “Active” 


to  “Associate”  membership,  dues  exempt,  for  reasons 
set  forth,  as  of  the  effective  dates  indicated,  as  follows: 
ELIZABETH  B.  P.  CRAMER,  M.D.,  retirement  — 
9/29/64;  ROBERT  F.  CRAWFORD,  M.D.,  residency 
training  - 7/28/64;  PHILIP  L.  JOHNSON,  M.D.,  re- 
tirement - 1/1/65;  DONALD  J.  MURRAY,  M.D.,  resi- 
dency training  1/1/65;  HAROLD  JAMES  SCPIILLING, 
M.D.,  retirement  - 7/28/64;  LARRY  D.  SHAW,  M.D., 
residency  training  — 1/1/65  and  JACOB  M.  SOBOL, 
M.D.,  retirement  — 1/1/65. 

Pima  County  Medical  Society:  Granted  “Active”  to 
“Associate”  memberships,  dues  exempt,  for  reasons  set 
forth,  as  of  the  effective  dates  indicated,  as  follows: 
ROBERT  C.  BLAKE,  M.D.,  disability  (illness)— 1/1/65; 
DELBERT  W.  HESS,  M.D.,  disability  (illness)— 1/1/65; 
and  “Active”  to  “Service”,  one-quarter  dues,  to  FRED- 
ERICK M.  KENAN,  M.D.,  school  system  employee  — 
1/1/65. 

Coconino  County  Medical  Society:  Granted 

CHARLES  W.  SECHRIST,  M.D.,  “Active”  to  “Associ- 
ate” membership,  dues  exempt,  account  disability  (ill- 
ness) — 1/1/65. 

Dues  Delinquents 

In  accordance  with  the  By-Laws,  the  annual  dues  of 
the  Association  and  those  of  the  American  Medical  As- 
sociation are  payable  January  first  of  the  year  for  which 
levied,  and  shall  be  delinquent  after  February  fifteenth 
of  that  year.  As  of  April  22,  1965,  out  of  a membership 
of  1,415  (Active  — 1,302;  Service  — 52;  Associate  — 57; 
Affiliate  — 4),  44  dues  paying  members  were  dues  de- 
linquent: COCONINO  - 1;  GILA  - 1;  GRAHAM  - 1; 
GREENLEE  - 1;  MARICOPA  - 30;  PIMA  - 8;  PI- 
NAL - 1;  YUMA  - 1. 

INDUSTRIAL  RELATIONS  COMMITTEE 

Psychiatric  Advisory  Board 

Hubert  R.  Estes,  M.D.  (Tucson),  declines  appoint- 
ment to  membership  on  the  Psychiatric  Advisory  Board 
to  the  Industrial  Commission  of  Arizona,  replacing 
Charles  P.  Neumann,  M.D.  (Tucson).  Received. 

Deraid  G.  May,  M.D.  (Phoenix),  representing  himself 
as  Chairman  of  this  Advisory  Board,  proposes  a perma- 
nent three-member  board,  currently  consisting  of  Doc- 
tors William  B.  McGrath  (Phoenix),  Boris  Zemsky  (Tuc- 
son) and  himself.  Alternating  board  meetings  in  Tucson 
and  Phoenix  is  advisable.  A fourth  member  would  be 
advantageous  if  the  board  could  use  its  discretion  in  in- 
viting other  psychiatrists  from  the  respective  cities,  on 
a rotating  basis,  to  sit  in  as  an  official  board  member, 
depending  upon  the  sub-specialty  and  particular  inter- 
est in  industrial  psychiatry  by  the  potential  rotating 
member,  to  be  paid  in  accordance  with  the  fee  schedule 
of  permanent  board  members.  These  considerations  have 
been  presented  to  Dr.  Walter  V.  Edwards,  Medical  Ad- 
visor of  the  Industrial  Commission,  and  meet  with  his 
approval. 

T.  Richard  Gregory,  M.D.,  Chairman  of  the  Subcom- 
mittee on  Mental  Health  of  the  Professional  Commit- 
tee, following  review  of  Dr.  May's  recommend  a i ions 
and  contact  with  the  individual  members  of  the  Psyelii- 
atric  Advisory  Board,  advises  it  is  the  opinion  ot  his 
Committee  that  the  proposed  changes  would  constitute 
an  improvement  in  that  Board  s services  to  the  Indus- 
trial Commission  and  this  Association,  as  well  as  to  the 
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individual  patient.  Implementation  at  an  early  date  is 
recommended. 

No  report  has  been  received  from  the  Industrial  Re- 
lations Committee  to  date. 

Recommendations  approved. 

LEGISLATIVE  COMMITTEE 

Counsel  reported  on  the  results  of  deliberations  of 
the  27th  Legislature  of  Arizona,  first  regular  session: 
(1)  S.  B.  19  providing  for  non-liability  of  physicians 
rendering  emergency  aid  — failed  of  enactment;  (2) 
H.  B.  245  providing  for  issuance  of  a limited  license  by 
the  Board  of  Medical  Examiners  for  employment  by  a 
public  institution  of  the  state  or  a political  subdivision 
thereof,  including  a state  university  or  college,  enacted, 
becoming  Chapter  95  A.  R.S.,  1965;  (3)  H.  B.  115  — 
H.C.R.  9,  relating  to  employment  of  aliens  — failed  of 
enactment;  (4)  S.  B.  213,  relating  to  hospital  survey  and 
construction  (council  membership),  enacted,  becoming 
Chapter  71,  A.R.S.,  1965;  (5)  in  the  matter  of  Mental 
Health  Planning,  no  bills  were  introduced;  (6)  H.  B. 
159,  providing  for  establishment  of  a section  of  alcohol- 
ism within  the  State  Department  of  Health,  failed  of 
enactment;  (7)  H.  B.  22,  providing  that  any  violation 
of  air  pollution  laws  or  a regulation  adopted  pursuant 
thereto  shall  be  a misdemeanor,  failed  of  enactment;  (8) 
S.  B.  96,  providing  for  minimum  standards  tfor  child 
care  agencies,  authorizing  State  Department  of  Public 
Health  to  issue  licenses  (public  private  schools  not  ex- 
empted), failed  of  enactment;  (9)  S.  B.  147,  removing 
limitations  on  salary  of  the  Commissioner  of  the  State 
Deparment  of  Health  (among  others),  enacted  becom- 
ing Chapter  105,  A.R.S.,  1965;  (10)  H.  B.  109  prescrib- 
ing penalty  for  committing  public  nuisances  dangerous 
to  the  public  health,  failed  of  enactment;  (11)  H.  B.  52, 
providing  for  compensation  for  loss  of  more  than  one 
phalance  shall  extend  to  amputations  by  surgeons  of 
the  condyles  at  the  distal  end  of  the  middle  phalange 
to  produce  a more  desirable  result,  failed  of  enactment; 
(12)  H.  B.  144,  providing  for  a full-time  psychiatrist 
(among  others)  for  Arizona  State  Prison,  failed  of  enact- 
ment; (13)  H.  B.  37  authorizing  Board  of  Directors  of 
state  institutions  for  juvenilec  to  establish  and  maintain 
intermediate  schools  for  commitment  of  male  juveile  of- 
fenders, failed  of  enactment;  (14)  S.  B.  70  reducing  the 
resident  requirement  for  Western  Regional  Cooperation 
for  Higher  Education,  failed  of  enactment;  (15)  S.  B.  48 
prescribing  punishment  for  committing  infamous  crime 
against  nature  with  a child,  enacted  becoming  Chapter 
20  A.R.S.,  1965;  (16)  S.  B.  45  granting  authority  to 
school  districts  and  counties  to  provide  programs  for 
multiple  handicapped  children,  failed  of  enactment;  (17) 
S.  B.  51  providing  that  insured  shall  have  freedom  of 
choice  in  selecting  practitioner  and  hospital  under  cer- 
tain insurance  policies,  failed  of  enactment;  (18)  S.  B. 
135  creating  a state  board  of  psychologists,  enacted,  be- 
coming Chapter  102,  A.R.S.,  1965;  (19)  S.  B.  46  crea- 
ting the  Arizona  board  of  massage  therapy,  failed  of 
enactment;  and  (20)  H.  B.  204  providing  for  the  estab- 
lishment of  a program  of  medical  assistance  for  the 
aged,  enacted  becoming  Chapter  53,  A.R.S.,  1965. 

Approved  of  and  directed  that  a resolution  (No.  5),  be 
introduced  in  the  House  of  Delegates  tomorrow,  with 
the  recommendation  of  this  Board  of  Directors,  that  this 


Association  express  its  appreciation  to  and  commenda- 
tion of  the  legislative  leadership  of  the  State  of  Ari- 
zona for  its  exhaustive  study  of  medical  assistance  for 
the  aged  resulting  in  the  drafting  (H.  B.  204)  and  enact- 
ment into  law  (Chapter  53,  A.R.S.,  1965)  of  the  Kerr- 
Mills  Bill  implementation. 

Medical  Assistance  for  the  Aged 

Associate  with  the  enactment  of  Chapter  53,  A.R.S., 
1965  (H.  B.  204),  providing  for  the  establishment  of  a 
program  of  medical  assistance  for  the  aged,  in  particular 
Section  46-261.09,  establishing  a medical  advisory  com- 
mittee for  the  purpose  of  advising  the  welfare  depart- 
ment and  the  health  department  in  hhe  administration 
and  operation  of  the  program,  to  consist  of  nine  mem- 
bers to  be  appointed  by  the  Governor  with  the  advice 
and  consent  of  the  Senate,  three  (3)  of  whom  at  all 
times  shall  include  licensed  physicians,  Doctors  W.  Al- 
bert Brewer,  Dermont  W.  Melick  and  William  B.  Steen 
were  nominated,  the  Board  directing  that  the  names  of 
these  individuals  be  submitted  to  the  Governor  for  his 
consideration. 

PUBLIC  RELATIONS  COMMITTEE 

Public  Relations  Program 

Recommendation  that  Board  of  Directors  consider  a 
more  or  less  permanent  chairman  to  head  this  Commit- 
tee; further,  that  it  give  consideration  to  the  employ- 
ment, from  year  to  year,  of  a professional  public  rela- 
tions firm  for  counsel.  Received,  action  deferred. 

John  S.  Turner  & Associates  submits  a report  outlin- 
ing activities  participated  in  during  the  recent  Eldercare 
Educational  Campaign,  and  from  observations  during 
and  prior  thereto,  offered  comments,  suggestions  and 
a proposal  for  an  effective  public  relations  program  for 
the  consideration  of  the  Association.  It  was  suggested 
this  proposal  be  referred  to  the  Public  Relations  Com- 
mittee for  its  review  and  recommendation. 

Speech  Training  Course 

Dr.  Jarrett  again  called  attention  to  the  Speech  Train- 
ing Program,  sponsored  by  Smith  Kline  & French  Lab- 
oratories, scheduled  to  be  held  at  the  Safari  Conven- 
tion Center,  Safari  Hotel,  Scottsdale,  Wednesday,  May 
19,  1965.  To  date  approximately  thirty-four  participants 
have  eexpressed  a desire  to  attend  the  courses.  The 
Board  was  asked  to  take  note  and  its  members  urged  to 
carry  the  message  back  to  their  respective  society  con- 
ferees suggesting  attendance  by  those  intersted.  Report 
received. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Arthur  Dickinson,  Ph.D.,  Director  of  the  Mountain 
States  District  of  the  National  Athletic  Trainers  Associ- 
ation (ASU),  thanks  the  Association  for  providing  an 
opportunity  for  the  Athletic  Trainers  of  this  State  to 
enhance  their  professional  knowledge  by  attending  the 
Association’s  April  thirtieth  meeting  in  Tucson.  Received. 

COMMUNICATIONS 

New  Mexico  Sociey  — Resolution 

New  Mexico  Medical  Society  (Albuquerque)  submits 
resolution  adopted  informing  the  Joint  Commission  on 
Accreditation  of  Hospitals  that  its  members  object  to 
the  individual  “shall”  orders  currently  published  in  of- 
ficial publications;  that  the  Society  requests  the  Com- 
mission to  determine  the  accreditation  of  a given  hospi- 
tal from  a broad  base  of  general  recommendations;  and 
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further,  some  consideration  be  given  the  specific  prob- 
lems of  the  non-teaching  hospital. 

It  was  directed  that  the  Delegates  to  AMA  of  this 
Association  be  instructed  to  support  such  resolution 
should  New  Mexico  Medical  Society  determine  to  in- 
troduce same  in  the  House  of  Delegates  of  AMA;  and 
that  the  Society  be  so  informed. 

Blue  Shield  — Kerr-Mills 

In  discussion  of  the  many  implications  involved  in 
the  recently  passed  Arizona  Kerr-Mills  Act,  and  the  far- 
reaching  health  care  legislation  in  the  U.  S.  Congress, 
the  Executive  Committee  of  Arizona  Blue  Shield,  in 
meeting  held  April  13,  1965,  respectfully  requests  that 
Arizona  Blue  Shield  be  given  consideration  if,  as  or 
when  a fiscal  agent  or  intermediary  agency  is  selected 
to  administer  present  or  future  governmental  medical 
care  programs.  Accepted. 

AMAERF  Contribution 

Received  check  in  the  amount  of  $4,522.61  from 
AMA  Education  and  Research  Foundation,  payable  to 
the  University  of  Arizona  School  of  Medicine,  repre- 
senting contributions  received  and  designated  for  that 
school.  It  will  be  presented  officially  to  the  Dean  of  the 
School  following  his  address  to  be  delivered  on  the  oc- 
casion of  the  President’s  Dinner-Dance  during  the  An- 
nual Meeting  of  the  Association,  Friday,  April  30,  1965. 
Arizona  Anesthesiologists  — Resolution 

Support  of  measure  to  be  introduced  by  the  AMA 
Council  on  Medical  Education  in  the  June  meeting  of 
the  House  of  Delegates  to  be  held  in  New  York  sought 
by  the  Arizona  State  Society  of  Anesthesiologists.  The 
proposal:  “The  resources  of  the  Department  of  Anes- 
thesiology should  be  utilized  in  the  instruction  of  all 
interns  in  the  fundamentals  of  emergency  resuscitation 
and  the  treatment  of  respiratory  and  circulatory  depres- 
sion. In  addition,  instruction  in  the  fundamentals  of 
basic  anesthesiology,  including  the  preparation  of  the 
patient  for  anesthesia,  as  well  as  the  supervised  man- 
agement of  the  anesthetized  patient  should  be  available 
to  all  interns,  since  such  an  experience  will  contribute 
significantly  to  many  careers  in  medicine”.  A resolution 
(No.  4 and  No.  9)  will  be  introduced  in  the  House  of 
Delegates  of  this  Association  tomorrow.  Approval  rec- 
ommended. 

Tennessee  Medical  Association  — Resolution 

Resolution  adopted  by  the  House  of  Delegates  of  the 
Tennessee  Medical  Association,  April  13,  1965,  relating 
to  the  Report  of  the  President’s  Commission  on  Heart 
Disease,  Cancer  and  Stroke,  recommending  that  the 
AMA  vigorously  study  the  large  number  of  proposals 
contained  therein  “in  relation  to  their  probable  effect 
upon  medical  care  and  health  problems  in  the  United 
States”;  further,  to  immediately  study  and  cooperate 
in  further  discussion  of  this  program  during  the  entire 
period  of  its  early  development  and  later  implementa- 
tion by  specific  legislation.  A resolution  to  this  effect 
will  be  introduced  into  the  AMA  House  of  Delegates  in 
meeting  scheduled  to  be  held  in  New  York,  June  next. 

Directed  that  this  Association’s  Delegates  be  in- 
structed to  do  anything  they  can  to  oppose  the  present 
concept  as  proposed  by  the  President’s  Commission  on 
Heart  Disease,  Cancer  and  Stroke  when  such  resolution 
is  considered  by  the  AMA  House  of  Delegates  in  meet- 


ing scheduled  to  be  held  in  New  York  City,  June  next. 

Alcoholism 

Dr.  Brewer  presented  a letter  received  from  Charles 
N.  Ronan,  Attorney  (Scottsdale),  seeking  sponsorship  of 
this  Association  (among  others)  of  a program  being 
planned  through  the  State  Health  Department  and 
Federal  Government,  dealing  with  the  “revolving  door” 
alcoholic.  Forty  of  the  municipal  court  judges  are  ex- 
pected to  attend  the  conference  to  be  held  in  Casa 
Grande,  October  next.  No  finances  are  involved.  Spon- 
sorship recommended  and  approved. 

OTHER  BUSINESS 

Advertising  Solicitor  Agreement 

Approved  form  of  agreement,  prepared  by  counsel, 
providing  for  the  hiring  of  solicitors  to  sell  advertising 
for  Arizona  Medicine  Journal,  recommended  by  the 
Publishing  Committee,  on  an  experimental  basis,  with 
the  addition  of  a provision  clarifying  intent  on  renewal 
of  an  advertising  contract,  initially  consumated  by  a so- 
licitor, that  such  solicitor  shall  not  be  entitled  to  a com- 
mission on  such  renewal  in  the  event  he  is  not  at  the 
time  under  contract  with  the  Association  as  an  em- 
ployed solicitor. 

Woman’s  Auxiliary  — Report 

Accepted  with  commendation,  report  of  the  Woman’s 
Auxiliary,  presented  by  Mrs.  Hubert  (Shirley)  R.  Estes, 
President-Elect,  setting  forth  objectives  for  1965-66,  in- 
cluding in  their  programs:  (1)  student  nurse  loan  schol- 
arships; (2)  AMAERF  contributions  campaign;  (3)  men- 
tal health;  (4)  disaster  preparedness  — Medical  Self- 
Help;  (5)  community  services,  suicide  prevention,  medi- 
cal quackery,  rural  health  and  sample  medication  col- 
lections for  community  free  clinics;  (6)  Good  Emergen- 
cy Mother  Substitute:  safety  and  meal  service;  (7)  legis- 
lative activity  as  directed  by  ArMA  and  AMA;  and  (8) 
poison  control  and  water-safety  projects. 

Fred  Harvey  Prepaid  Plan 

Rafael  Garbayo,  M.D.,  Director,  Grand  Canyon  Hos- 
pital, submits  for  review  and  advice  the  Fred  Harvey 
Prepaid  Plan  for  Medical  Care  — Grand  Canyon  Em- 
ployee’s Agreement,  proposed  for  execution  and  contin- 
uance of  the  services  previously  provided  by  this  insti- 
tution and  attending  physicians.  Referred  to  Medical 
Economics  Committee  for  review  and  recommendation. 

MEETING  ADJOURNED  AT  11:55  P..M. 

Charles  E.  Henderson,  M.D. 

Secretary 

PUBLISHING  COMMITTEE 

Meeting  of  the  Publishing  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Thursday,  June  3,  1965, 
in  the  Tacoma  Room  of  the  Francisco  Grande  Motor  Inn, 
Casa  Grande,  Arizona,  convened  at  7:30  P.M.,  Robert 
F.  Lorenzen,  M.D.,  Editor,  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Henderson,  Charles  E.,  Secretary:  Lorenzen, 

Robert  F.,  Editor-in-Chief;  Taylor,  Preston  J. 

Staff:  Robinson,  Bruce  E. 

Guest:  Tyler,  Mel,  Advertising  Director,  California 
Medicine. 

Excused: 

Drs.  Bennett,  Chester  G.;  Foster,  R.  Lee;  Green, 
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John  R.;  Hindman,  William  M.;  Jarrett,  Paul  B.,  Presi- 
dent-Elect; O’Hare,  James  E.,  President. 

MINUTES 

It  was  moved  and  unanimously  carried  that  the  Min- 
utes of  the  meetings  of  October  1,  1963;  November  13, 
1964,  and  January  22,  1965,  be  approved  as  distributed. 

CIGARETTE  ADVERTISING 

The  question  of  whether  the  journal  should  accept 
cigarette  advertising  was  discussed  as  a result  of  the  re- 
ceipt of  Dr.  R.  T.  McDonald’s  letter  of  April  16,  1965. 

It  was  moved  and  unanimously  carried  that  no  change 
in  our  policy  of  accepting  cigarette  advertising  be  made 
at  this  time. 

STATE  JOURNALS  WEST 

Mr.  Mel  Tyler,  Advertising  Director  of  the  California 
Medical  Association,  presented  his  proposal  that  the 
California  Medical  Association  represent  Arizona  Medi- 
cine as  our  agent  for  securing  advertising  for  our  journal. 
The  proposal  included: 

1.  That  we  cease  our  relationship  with  the  State  Med- 
ical Journal  Advertising  Bureau  of  Chicago  and  that  the 
California  Medical  Association  would  function  in  its 
place. 

2.  That  we  would  be  part  of  an  eleven  western  state 
group  which  is  coveerd  by: 

Arizona  Medicine 
California  Medicine 
Northwest  Medicine 
Rocky  Mountain  Medical  Journal 

3.  That  this  service  would  be  provided  for  a flat 
monthly  fee  of  $135.00. 

Considerable  discussion  followed  during  which  many 
statistics  were  presented  and  many  questions  were  asked 
and  answered. 

The  Committee  went  into  executive  session  at  this 
point  and  Mr.  Tyler  and  Mr.  Robinson  left  the  room. 

Following  the  executive  session  it  was  moved  and 
unanimously  carried  that  we  adopt  the  proposal  made 
by  the  California  Medical  Association  with  the  follow- 
ing stipulations: 

1.  That  the  agreement  contain  a ninety  day  cancella- 
tion clause. 

2.  That  ArMA’s  legal  counsel  approve  of  the  written 
agreement. 

MEETING  ADJOURNED  AT  11:30  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


THE  FOLLOWING  RESOLUTIONS  WERE 
ADOPTED  BY  THE  HOUSE  OF 
DELEGATES  OF  THIS  ASSOCIATION  IN 
THEIR  MEETING  OF  MAY  L 1965 

RESOLUTION  A1 

Amendment  to  Chapter  11  — Membership  — Section  3A, 
Subsection  (4) 

Resolved  that  Chapter  11— Membership,  Section  3A, 
subsection  (4),  be  amended  by  the  exclusion  of  the 
words:  “be  in  active  private  practice  in  Arizona”,  with 
substitution  of  the  words:  “be  a legal  resident  of  the 
State  of  Arizona”. 


RESOLUTION  A2 

Resolved  that  Chapter  VII,  Standing  and  Special  Com- 
mittees, Section  4,  subsection  (d)  Industrial  Relations, 
be  amended  by  inserting  a period  following  the  word: 
“compensation”  in  the  second  sentence,  and  striking  the 
remaining  words  reading:  “and  may  enter  into  any  ar- 
rangements or  agreements  with  the  Industrial  Commis- 
sion of  Arizona,  or  with  insurance  companies  which,  in 
the  judgment  of  the  committee,  may  improve  these 
medical  relations”;  and  be  it  further 

Resolved  that  Chapter  VII,  Standing  and  Special  Com- 
mittees, Section  4,  subsection  (f)  Medical  Economics,  be 
amended  by  inserting  a period  following  the  word: 
“medicine”  in  the  second  sentence,  and  striking  the 
words  following  in  this  sentence  reading:  “except  those 
factors  relating  to  the  Industrial  Commission  of  Ari- 
zona”. 

RESOLUTION  1 

Independent  Contractor  Physician  Services  (Radiolo- 
gists, Pathologists,  Cardiologists,  Physiatrists)  — Hospi- 
tal Billing  Agent 

WHEREAS,  some  hospitals  maintain  departments  in 
radiology,  pathology,  cardiology  and  physical  medicine; 
and 

WHEREAS,  such  hospitals  in  connection  with  the 
operation  of  such  deparments  often  make  available  the 
services  of  independent  contractor  physicians,  such  as 
radiologists,  pathologists,  cardiologists,  and  physiatrists; 
and 

WHEREAS,  such  hospitals  customarily  include  in 
their  bill  for  hospital  services  the  charges  of  the  inde- 
pendent contractor  physicians,  and 

WHEREAS,  it  is  in  the  interests  of  the  ethical  prac- 
tice of  medicine  that  such  bills  carry  the  name  of  the 
independent  contractor  physicians  and  disclose  the  fact 
that  the  hospital  is  billing  agent  for  such  physicians; 

NOW  THEREFORE  BE  IT  RESOLVED  by  The 
Arizona  Medical  Association,  Inc.,  that  member  hospi- 
tals of  the  Arizona  Hospital  Association  which  provide 
the  services  of  independent  contractor  physicians  such 
as  radiologists,  pathologists,  cardiologists  and  physi- 
atrists, and  act  as  billing  agents  for  such  physicians,  be 
requested,  by  appropriate  imprint  on  the  hospital  bill- 
heads, to  specify  the  names  of  such  physicians  and  dis- 
close that  the  hospital  is  billing  agent  for  such  physi- 
cians. 

ADOPTED  - MAY  1,  1965 

RESOLUTION  3 

1966  Calendar  Year  Budget  of  Income  and  Expenditures 

WHEREAS,  it  is  customary  for  the  House  of  Dele- 
gates to  approve  the  Budget  of  Income  and  Expendi- 
tures for  the  next  succeeding  calendar  year  of  The  Ari- 
zona Medical  Association,  Inc.,  now  therefore  be  it 

RESOLVED  that  the  following  Budget  of  Income 
and  Expenditures  for  the  calendar  year  1966,  be  adopt- 
ed as  follows: 

INCOME: 

400  GENERAL  FUND  $148,070.00 

401  Association  Dues  — 

Active  Members  . . . .$140,000.00 

401a  Association  Dues  — 

Service  Members  ....  1,260.00 
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402  Sale  of  Supplies  ....  50.00 

403  AMA  Commissions  . . 630.00 

404  Interest  — Savings 

Accounts  6,000.00 

405  Miscellaneous  130.00 

420  PUBLISHING  COMMITTEE 

421  Advertising  20,000.00 

422  Subscriptions  — 

Non-members  300.00 

428  Reprints  and 

Engraving  3,600.00 

424  Other  10.00 

425  Subscriptions  — 

Members  7,000.00 

430  ANNUAL  MEETING 

431  Exhibitors  7,500.00 

432  Registration  Fees  . . . 5,500.00 

433  Dinner  Dance  1,500.00 

434  Other  200.00 

435  Donations  1,000.00 

Specialty  Society 

Speaker  Fees 300.00 

440  BENEVOLENT  AND 

LOAN  FUND 

442  Interest  on  Principal 

- Trust  No.  4714.  . . 380.00 

443  Interest  on  Loans  — 

Trust  No.  3068  300.00 

444  Other  -0- 

445  Contributions  — 0— 


450  TERRITORIAL  MEDICINE 

451  Miscellaneous  $ 500.00 

TOTAL  ANTICIPATED 


1966  INCOME 
EXPENDITURES: 

500  GENERAL  FUND 

501  Salaries  $ 57,000.00 

502  Payroll  Taxes  2,565.00 

503  Meeting  Expense  . . . 4,000.00 

504  Travel  5,000.00 

505  Rent  6,864.00 

506  Telephone,  Telegraph 

& TWX  2,250.00 

507  Mimeographing  800.00 

509  Supplies  4,500.00 

511  Dues  & Contributions  200.00 

512  Legal  10,000.00 

513  Insurance  5,000.00 

514  Equipment  Main- 
tenance   1,250.00 

515  Printing  1,000.00 

516  Postage  4,500.00 

517  Miscellaneous  200.00 

518  Blue  Cross/ 

Blue  Shield  2,100.00 

520  Contractual  Services  500.00 

521  Audit  800.00 

522  General  Overhead 

Recovery  (3,800.00) 

524  F urniture  and 

Fixtures  2,000.00 

600  Depreciation 


$ 30,910.00 


$ 16,000.00 


$ 680.00 


$ 500.00 

$196,160.00 


Expense  1,200.00 

TOTAL  GENERAL  FUND 

EXPENDITURES  $107,929.00 

COMMITTEES 

500a  Annual  Meeting  ....  16,000.00 

500b  Articles  of  Incor- 
poration   50.00 

500c  Benevolent  and 
Loan  Fund 

Meeting  Expenses  100.00 

Scholarship  Grants  6,000.00 

500d  Board  of  Directors  ..$  1,200.00 

500e  Central  Office 

Advisory  

5001  Executive  

500h  Grievance  

500i  History  and 

Obituaries  

500j  Industrial  Relations.  . 

500k  Legislative  

5001  Medical  Economics 

500p  Professional  

500r  Public  Relations  .... 

500s  Publishing  

500t  Scientific  Assembly.  . 

500u  Woman’s  Auxiliary  . . 

500w  Procurement  & 

Assignment 

500x  Territorial  Medicine 

Publication  10,000 


150.00 

100.00 
100.00 

100.00 

25.00 

1,000.00 

100.00 

1,500.00 

10,000.00 

35,000.00 

500.00 

1,000.00 


Total  Committee  Expenditures $ 82,935.00 

Total  Expenditures  Anticipated  for  1966.  . . .$190,864.00 

Anticipated  Contingency  Fund  $ 5,296.00 

BE  IT  FURTHER  RESOLVED,  that  the  Annual  Dues 
of  The  Arizona  Medical  Association,  Inc.,  be  con- 
tinued at  $100.00  for  active  members;  and  $5.00 
for  subscription  to  Arizona  Medicine  Journel;  total- 
ing $105.00. 

ADOPTED  - MAY  1,  1965 

RESOLUTION  4 

Support  by  our  Delegates  to  the  American  Medical 
Association  of  a Proposal  to  be  introduced  by  the  Coun- 
cil on  Medical  Education  of  the  American  Medical 
Association. 

WHEREAS,  instruction  of  fundamentals  of  emergency 
resuscitation  and  the  treatment  of  respira- 
tory and  circulatory  depression  has  been 
often  neglected  in  the  training  of  interns 
throughout  the  country;  and 
WPIEREAS,  members  of  the  specialty  of  anesthesia  are 
particularly  qualified  to  instruct  in  these 
matters;  and 

WHEREAS,  exposure  of  the  fundamentals  of  anesthesia 
and  supervised  management  of  tins  anesthe- 
tized patient  contributes  significantly  to 
many  careers  in  medicine; 

NOW  THEREFORE  BE  IT  RESOLVED  by  1 la  Ari- 
zona Medical  Association,  Inc.,  that  our 
Delegates  to  the  American  Medical  Asso- 
ciation this  June  be  instructed  to  lend  their 
support  to  such  a proposal  b\  the  Council 
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on  Medical  Education  which  will  be  in- 
cluded in  future  issues  of  the  Essentials 
of  Internship. 

ADOPTED  - MAY  1,  1965 

RESOLUTION  5 

Kerr-Mills  Implementation  Bill  Enactment 

BE  IT  RESOLVED,  that  The  Arizona  Medical  Associa- 
tion, Inc.  hereby  expresses  its  appreciation  to  and 
commendation  of  the  legislative  leadership  of  the 
State  of  Arizona  for  its  exhaustive  study  of  medical 
assistance  for  the  aged  resulting  in  the  drafting  and 
enactment  into  law  of  the  Kerr-Mills  Bill. 

ADOPTED  - MAY  1,  1965 

RESOLUTION  6 

Medical  School,  University  of  Arizona 

WHEREAS,  the  Medical  School  of  the  University  of 
Arizona  is  now  gathering  funds  for  the 
buildings  and  staff;  and 

WHEREAS,  The  Arizona  Medical  Association  is  now 
in  a solvent  enough  financial  position  to 
again  donate  to  medical  education; 

NOW  THEREFORE  BE  IT  RESOLVED  that  this  House 
of  Delegates  of  the  Arizona  Medical  Asso- 
ciation give  $10,000.00  to  the  Medical 
School  of  the  University  of  Arizona;  and 

BE  IT  FURTHER  RESOLVED  that  the  $10,000.00  be 
deposited  by  the  Board  of  Directors  into  a 
separate  interest-bearing  trust  account  and 
disbursed  only  by  the  Board  of  Directors 
for  a designated  purpose  as  determined  by 
the  Board  of  Directors  in  joint  conference 
with  the  Dean  of  the  Medical  School. 

ADOPTED  - MAY  1,  1965 

RESOLUTION  8 

Transfer  of  State  Hospital  Land  to  Maricopa  County 

for  the  Location  of  its  New  County  Hospital. 

WHEREAS  There  exists  great  concern  among  the  peo- 
ple and  physicians  of  the  State  of  Arizona 
over  the  present  status  and  future  programs 
of  Arizona  State  Hospital  for  the  mentally 
ill,  and 

WHEREAS  The  Hamilton  Hospital  survey  of  1958-60 
strongly  urged  the  location  of  the  proposed 
new  Maricopa  County  Hospital  in  close 
proximity  to  Arizona  State  Crippled  Chil- 
dren’s Hospital,  The  State  Hospital,  the 
new  Maricopa  County  Health  Department, 
and  St.  Luke’s  Hospital,  for  the  purposes 
of  integrating  and  improving  their  respec- 
tive functions  and  services  to  the  Arizona 
community,  and 

WHEREAS  The  creation  of  a medical/hospital  complex 
consisting  of  the  above  named  institutions 
would  provide  a strong  system  of  post- 
graduate medical  education,  and  admirably 
supplement  the  medical  education  program 
at  University  of  Arizona  medical  school  in 
Tucson,  and 

WHEREAS  The  Governor  and  State  Legislature  have 
been  petitioned  by  the  Board  and  Adminis- 
trator of  Arizona  State  Hospital,  the  Ari- 
zona Psychiatric  Association,  the  Arizona 
Hospital  Association,  the  Maricopa  County 


Board  of  Supervisors,  the  Maricopa  County 
Hospital  Development  Association,  the 
Maricopa  County  Medical  Society,  the 
Phoenix  Psychiatric  Council,  5,000  residents 
of  the  Inner  City  or  indignet  patient  area  of 
Phoenix,  and  the  Medical  Staff  of  Maricopa 
County  Hospital  to  transfer  to  Maricopa 
County  an  adequate  amount  of  State  Hos- 
pital land  at  24th  Street  and  Roosevelt  to 
provide  a central  Phoenix  site  for  the  new 
Maricopa  County  Hospital,  therefore 

BE  IT  RESOLVED 

The  Arizona  Medical  Association,  in  con- 
junction with  the  other  above-listed  peti- 
tioners, hereby  requests  the  Honorable 
Samuel  P.  Goddard,  Governor  of  Arizona, 
and  members  of  the  Arizona  State  Legisla- 
ture to  effect  in  the  present  legislative  ses- 
sion or  subsequent  special  session  the  trans- 
fer of  State  Hospital  land  to  Maricopa 
County  for  the  location  of  its  new  County 
Hospital,  and 

BE  IT  FURTHER  RESOLVED 

This  resolution  by  the  Arizona  Medical 
Association  be  immediately  transmitted  to 
the  Governor  and  all  members  of  the  State 
Legislature  at  the  State  Capitol,  Phoenix, 
and  thereafter  promptly  released  to  all 
news  media  in  the  State  of  Arizona. 

ADOPTED  - MAY  1,  1965 

RESOLUTION  10 

Non-Participation  Resolution  for  Arizona  Medical  Asso. 

WHEREAS,  The  practice  of  private  medicine  has  pro- 
vided residents  of  the  United  States  with 
the  highest  quality  medical  care  obtainable 
anywhere,  and 

WHEREAS,  H.  R.  6675  proposes  a government  pro- 
gram of  socialized  hospitalization  and 
medical  care  for  the  aged,  but  not  neces- 
sarily limited  to  the  aged,  and 

WHEREAS,  Such  a program  would  impair  the  patient- 
physician  relationship  so  essential  to  the 
best  medical  care,  and 

WHEREAS,  Such  a socialized  program  by  regimenting 
physicians  and  their  patients  would  lead 
to  inferior  medical  care  as  it  has  in  other 
countries,  and 

WHEREAS,  It  is  the  ethical  and  moral  obligation  of 
physicians  to  take  whatever  action  is  neces- 
sary to  protect  their  patients  from  inferior 
medical  care,  and 

WHEREAS,  Non-participation  is  the  one  remaining 
means,  we  believe,  by  which  physicians 
can  protect  their  patients  from  the  deteri- 
oration of  medical  care  resulting  from  so- 
cialized medical  care  schemes,  and 

WHEREAS,  Voluntary  non-participation  by  individual 
physicians  in  any  plan  deemed  by  them 
to  be  detrimental  to  their  patients’  welfare 
is  morally  right  and  ethical,  and 

WHEREAS,  Non-participation  means  that  physicians 
will  continue  to  serve  their  patients  as  be- 
fore on  a private  fee,  personalized  ar- 
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rangement,  but  will  refuse  to  deal  with  a 
third  party  that  intrudes  into  the  private 
relationship  between  patients  and  their 
physicians; 

THEREFORE  BE  IT  RESOLVED,  That  the  House  of 
Delegates  of  the  Arizona  Medical  Associa- 
tion, in  its  regular  session  assembled  in 
Tucson,  Arizona,  this  1st  day  of  May,  1965, 
reiterate  its  position  of  non-participation 
in  any  Federal  program  that  will  allow 
governmental  agencies  to  interfere  with 
the  accepted  scope  and  quality  of  medical 
care,  and 

BE  IT  FURTHER  RESOLVED,  That  this  resolution  not 
only  be  passed,  but  distributed  immediately 
to  all  component  state  medical  societies  for 
their  encouragement  and  action  similar  to 
ours;  that  it  be  sent  to  the  Officers  and 
the  Board  of  Trustees  of  the  American 
Medical  Association  for  their  serious  con- 
sideration; and  that  this  House  of  Dele- 
gates instruct  our  Delegates  to  the  Ameri- 
can Medical  Association,  at  every  oppor- 
tunity in  their  contacts  with  the  American 
Medical  Association,  to  initiate  and  imple- 
ment this  idea  of  national  non-participation 
in  plans  that  we  feel  are  not  for  the  pub- 
lic good;  and 

BE  IT  FURTHER  RESOLVED,  That  this  be  presented 
to  the  AMA  House  of  Delegates  for  their 
consideration  with  our  recommendation. 
ADOPTED  AS  AMENDED-MAY  1,  1965 

RESOLUTION  11 

Resolution— Arizona  Medical  Association 

WHEREAS,  In  the  event  that  the  Federal  government 
will  partially  or  completely  provide  for 
financing  of  health  care  for  a large  seg- 
ment of  the  population  of  the  United  States 
of  America,  not  necessarily  limited  to  the 
needy  aged,  and 

WHEREAS,  In  the  event  that  physicians’  services  to 
persons  receiving  such  federally  financed 
health  care  may  be  paid  for  through  some 
type  of  contract,  either  directly  or  indirect- 
ly, between  the  Federal  government  and 
physicians  of  the  Arizona  Medical  Asso- 
ciation, and 

WHEREAS,  It  is  anticipated  that  such  contracts  may 
result  in  limiting  or  depriving  the  physi- 
cian of  his  right  to  establish  conditions  of 
practice  and  fees  for  services  rendered  in 
each  individual  case,  and 

WHEREAS,  Arizona  Medical  Association  physicians 
have  no  intention  of  having  conditions  of 
practice  established  by  the  Federal  gov- 
ernment or  of  directly  or  indirectly  subsi- 
dizing such  programs  of  federally  sup- 
ported medical  care  by  accepting  other 
than  their  prevailing  fees  for  services 
rendered,  and 

WHEREAS,  It  is  anticipated  that  attempts  may  be 
made  by  the  Federal  government  to  cause 
the  Arizona  Medical  Association  to  enter 


into  contracts  setting  forth  fee  schedules 
and  conditions  of  practice  to  implement 
Federal  health  care  laws,  and 

WHEREAS,  The  establishment  of  acceptable  fee  sched- 
ules and  conditions  of  practice  cannot  be 
determined  until  such  laws  and  proposed 
contracts  are  available  for  all  members  of 
the  Arizona  Medical  Association  to  study 
and  carefully  consider,  individually  and 
in  various  medical  groups: 

THEREFORE  BE  IT  RESOLVED, 

That  no  contracts  for  fee  schedules  and/or 
conditions  of  practice,  now  or  in  the  fu- 
ture, other  than  indemnity  contracts  or 
plans  which  are  completely  devoid  of 
rules,  regulations,  and  conditions  that 
would  in  any  way  interfere  with  the  physi- 
cian’s right  and  privilege  to  establish  con- 
ditions of  practice  and  his  individually 
determined  usual  fee  in  each  and  every 
individual  case,  may  be  entered  into  with 
the  Federal  government  or  its  representa- 
tives by  the  Board  of  Directors  of  the 
Arizona  Medical  Association  or  any  com- 
mittee of  Arizona  Medical  Association  or 
any  representatives  or  employees  of  Ari- 
zona Medical  Association,  and 

BE  IT  FURTHER  RESOLVED, 

That  in  the  event  that  the  Federal  gov- 
ernment desires  to  enter  into  contracts,  now 
or  in  the  future,  other  than  purely  and 
clearly  indemnity  plans  or  contracts  as  re- 
ferred to  above,  with  the  Arizona  Medical 
Association,  such  contract  proposals  can 
only  be  officially  considered  and  nego- 
tiated by  the  House  of  Delegates  of  the 
Arizona  Medical  Association,  meeting  in 
regular  annual  meeting,  or  special  meeting 
called  for  the  sole  purpose  of  considering 
such  matters,  but  not  until  a copy  of  the 
applicable  law,  together  with  a carefully 
researched,  detailed  interpretation  of  the 
law  by  Arizona  Medical  Association  attor- 
neys, together  with  the  Federal  govern- 
ment’s proposed  contract,  complete  in  every 
detail,  including  a provision  for  annual 
House  of  Delegates  review  and  re-negotia- 
tion of  any  and  all  contracts  or  plans,  has 
been  mailed  to  each  and  every  member 
of  the  Arizona  Medical  Association  at  least 
60  days  prior  to  the  above  mentioned  regu- 
lar annual  meeting  or  special  meeting  of 
the  House  of  Delegates  of  the  Arizona 
Medical  Association,  and 

BE  IT  FURTHER  RESOLVED, 

That  notice  of  such  regular  annual  meet- 
ing or  special  meeting  of  the  1 louse  of 
Delegates  of  the  Arizona  Medical  Associa- 
tion shall  be  sent  to  each  delegates  and 
each  alternate  delegate  of  the  Arizona 
Medical  Association  not  less  than  60  days 
prior  to  the  date  of  such  regular  annual 
meeting  or  special  meeting  of  the  House 
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of  Delegates  of  the  Arizona  Medical  As- 
sociation, and 

BE  IT  FURTHER  RESOLVED, 

That  if  a quorum,  as  defined  in  our  present 
by-laws,  is  not  present  at  a regular  annual 
meeting  or  special  meeting  of  the  House 
of  Delegates  of  the  Arizona  Medical  Asso- 
ciation, the  regular  annual  meeting  or  spe- 
cial meeting  will  be  cancelled  and  all  pro- 
visions of  this  resolution  shall  remain  in 
effect  until  another  regular  annual  meet- 
ing or  special  meeting  of  the  House  of 
Delegates  of  the  Arizona  Medical  Associa- 
tion shall  be  called. 

ADOPTED  AS  AMENDED-MAY  1,  1965 

RESOLUTION  12 

Contribution  to  the  Nurses  for  Arizona  Committee 

WHEREAS,  the  shortage  of  nursing  personnel  is  recog- 
nized as  a nationwide  problem;  and 

WHEREAS,  the  State  of  Arizona  has  urgent  need  of 
additional  nurses  to  meet  the  increasing 
demand  for  adequate  patient  care,  and 

WHEREAS,  we  are  lacking  in  any  comprehensive  in- 
formation as  to  the  available  clinical  fa- 
cilities for  educating  nurses;  and 

WHEREAS,  a joint  committee  to  study  nursing  needs 
and  resources  in  Arizona  has  been  formed 
under  auspices  and  with  the  support  of  the 
Arizona  State  Nursing  Association,  Arizona 
League  of  Nursing,  Arizona  Board  of 
Nursing  and  the  WICHE  sponsored  Nurses 
for  Arizona  Committee;  and 

WHEREAS,  officially  delegated  representatives  of  the 
Arizona  Medical  Association,  Inc.,  have 
participated  in  the  formative  stages  of  this 
group,  and 

WHEREAS,  this  group  is  to  be  expanded  to  include 
interested  citizens  other  than  medical  and 
nursing  personnel;  and 

WHEREAS,  this  group  is  now  embarked  on  a program 
which  will  attempt  to  survey  available  fa- 
cilities and  personnel  in  Arizona  for  the 
educating  of  nurses;  and 

WHEREAS,  financial  support  is  required  to  carry  out 
such  a study; 

NOW  THEREFORE  BE  IT  RESOLVED  that  the  Ari- 
zona Medical  Association,  Inc.,  lend  its 
enthusiastic  support  to  this  project  and 
contribute  to  its  financial  requirement  in 
the  sum  of  $2,000.00. 

ADOPTED-MAY  1,  1965 

RESOLUTION  13 

Joint  Husband-Wife  Membership 

WHEREAS,  The  Woman’s  Auxiliary  to  the  Arizona 
Medical  Association  serves  as  a medium 
for  the  dissemination  of  accurate  health 
care  implementation  among  lay  groups,  and 

WHEREAS,  The  Auxiliary  is  dedicated  to  promote  the 
aims  and  objectives  of  the  medical  societies 
on  every  level,  including  those  concerned 
with  legislation  on  a local  as  well  as  the 
national  level,  and  in  many  socio-economic 
endeavors,  and 


WHEREAS,  The  Auxiliary  has  demonstrated  its  ability 
and  willingness  to  serve  the  medical  pro- 
fession by  contributing  substantial  amounts 
to  the  AMAERF  and  approximately  $32,- 
000.00  in  scholarship  loans  to  student 
nurses,  and  also  have  available  loans  for 
students  of  other  careers  allied  to  medi- 
cine; and 

WPIEREAS,  The  Auxiliary  cannot  serve  the  profession 
to  the  best  of  its  potential  without  the 
support  and  encouragement  of  each  medi- 
cal society  nor  can  it  educate  the  doctors’ 
wives  who  are  not  members  of  the  Auxi- 
liary; and 

WHEREAS,  The  House  of  Delegates  of  the  American 
Medical  Association  unanimously  adopted 
a resolution  at  the  1964  Clinical  Session 
strongly  urging  each  state  and  local  medi- 
cal society  to  support  fully  and  to  aid  and 
encourage  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  in  all  of  its 
endeavors,  particularly  in  the  joint  hus- 
band-wife membership  projects;  and 

WHEREAS,  There  is  a large  gap  between  the  member- 
ships of  the  Arizona  Medical  Association 
and  that  of  the  State  Auxiliary  and  the 
one  way  in  which  this  gap  can  be  closed 
is  through  creation  of  a husband-wife 
membership  through  which  the  doctor’s 
wife  automatically  becomes  an  Auxiliary 
member  when  her  husband  is  accepted 
into  the  medical  society: 

NOW  THEREFORE  BE  IT  RESOLVED,  That  the 
blouse  of  Delegates  of  the  Arizona  Medi- 
cal Association  commend  the  Woman’s 
Auxiliary  to  the  Arizona  Medical  Associa- 
tion for  all  of  its  laudible  activities;  and 

BE  IT  FURTHER  RESOLVED,  That  the  House  of 
Delegates  favorably  endorse  this  plan  and 
votes  its  approval  herewith  and  recom- 
mends to  each  component  medical  society 
that  it  adopt  this  joint  husband-wife  mem- 
bership project. 

ADOPTED-MAY  1,  1965 
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**\  1 1 Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 


I BAYER  ,1 

a 
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Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred— is  weighed  and  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend  away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances are  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company 


Indianapolis , Indiana 
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Howard  E.  Liston,  M.D. 


ORIGINAL  ARTICLES 


Rheumatoid  Vascular  Disease 


Do  corticosteroids  accelerate  the  development 
of  serious  vascular  lesions  in  rheumotoid  arthritis? 
This  question  is  well  presented  in  this  paper. 


INTRODUCTION 

IT  has  been  extensively  reported  that,  in  the 
course  of  rheumatoid  arthritis,  certain  fea- 
tures develop  which  are  indicative  of  a more 
generalized  disease  process.  This  has  been  re- 
ferred to  as  “malignant  rheumatoid  arthritis”  or 
simply  “rheumatoid  disease.”  This  report  is  based 
upon  a group  of  patients  with  systemic  features 
of  arteritis  and  vasculitis. 

Inflammatory  changes  within  the  blood  ves- 
sels of  rheumatoid  subcutaneous  nodules  in 
rheumatoid  arthritis  were  observed  as  early  as 
1930.  Bennett,  Zeller  and  Bauer1  pointed  out 
that  these  changes  occurred  quite  early  in  the 
development  of  the  subcutaneous  nodule.  Soko- 
loff,  McClusky  and  Bunin2  demonstrated  the 
early  inflammatory  vascular  changes  within 
synovial  membranes,  and  recent  three  dimen- 
sional reconstructive  studies  of  excised  subcu- 
taneous nodules  by  Sokoloff  and  Bartner3  stress- 
ed the  importance  of  underlying  segmental  ar- 

From  the  Medical  Service,  Veterans  Administration  Hospital 
Phoenix,  Arizona. 


teritis  in  the  development  of  the  nodular  lesion. 

Sokoloff,  Wilens  and  Bunin4  showed  adven- 
titial arteritis  in  8.8  percent  of  a group  of  fifty- 
seven  patients  who  had  muscle  biopsies.  These 
lesions  were  primarily  in  the  adventitia  of  small 
arteries  and  thereby  contrasted  to  the  extensive 
involvement  of  large  and  medium  sized  arteries 
noted  in  classical  periarteritis  nodosa.  In  a group 
of  seventy-two  autopsy  cases,  Cruickshank5  con- 
firmed the  presence  of  active  vasculitis  in  25 
percent.  In  this  same  study,  the  anatomical  dis- 
tribution of  vascular  lesions  were  also  noted  in 
other  organs,  namely  the  heart,  lungs,  peripheral 
nerves,  skeletal  muscle  and  synovial  tissues. 

The  following  case  reports  are  of  three  select- 
ed patients  which  represent  some  of  the  more 
common  types  of  arteritis  and  generalized  rheu- 
matoid disease,  associated  with  rheumatoid  ar- 
thritis. 

CASE  REPORTS 

Case  1 

A.  H.,  a 42  year  old  white  male,  was  admitted 
to  the  Phoenix,  Arizona  Veterans  Administration 
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Hospital  on  September  9,  1963  because  of  a 
calculus  in  the  lower  pole  of  the  right  kidney 
of  six  months  duration. 

In  1943,  at  age  22,  the  patient  developed  clin- 
ical evidence  of  rheumatoid  arthritis  involving 
the  peripheral  joints.  This  had  been  a slowly 
progressive  process  and  incompletely  relieved 
by  treatment.  In  1952,  he  had  received  one  gram 
of  parenteral  gold,  followed  by  300  mgm.  of 
phenybutazone  daily,  and  continued  to  work.  In 
1957  he  was  hospitalized  with  an  acute  pericar- 
ditis and  pleuritis  with  a positive  L.E.  cell  test. 
Corticoid  therapy  was  instituted,  the  above  con- 
ditions cleared,  and  the  patient  was  maintained 
on  10  mgm.  of  Prednisone  and  300  mgm.  of 
phenybutazone  daily. 

On  admission  the  patient  presented  as  a thin 
white  male  with  rheumatoid  flexion  deformities 
involving  the  interphalangeal  joints,  wrists  and 
elbows,  and  synovial  thickening  about  both  ankle 
joints.  All  the  extremity  pulses  were  of  good 
volume. 

Admission  laboratory  data  showed  a 2 plus 
albuminuria,  and  there  was  reversal  of  the  serum 
albumin-globulin  ratio,  which  totaled  9.1  grams 
percent.  There  was  radiologic  evidence  of  mild 
enlargement  of  the  left  ventricle  and  an  intra- 
venous pyelogram  showed  a calculus  in  the  right 
kidney  pelvis  with  incomplete  obstruction. 

The  patient’s  arthritic  therapy  was  continued, 
and  a nephrolithotomy  was  performed,  remov- 
ing the  right  renal  calculus,  October  1,  1963. 
Slow  wound  healing  and  a complicating  pye- 
lonephritis finally  cleared,  and  the  patient  was 
discharged  from  the  hospital. 

In  late  December,  1963,  painful,  dusky,  ische- 
mic changes  of  the  terminal  phalanx  of  both 
third  fingers  appeared.  A series  of  bilateral  stel- 
late ganglion  blocks  were  ineffective,  both  third 
fingers  became  partially  gangrenous  but  stabil- 
ized and  did  not  require  amputation. 

In  summary,  this  patient  had  rheumatoid  ar- 
thritis for  21  years,  which  had  been  only  par- 
tially disabling.  He  received  corticoids  as  well 
as  as  phenybutazone  since  1957,  and  had  a posi- 
tive L.E.  cell  test.  At  age  36,  the  first  symp- 
toms of  the  more  generalized  manifestations  of 
rheumatoid  disease  appeared,  which  were  peri- 
carditis, pleuritis,  and  a positive  L.E.  cell  test. 
This  occurs  not  infrequently  in  the  course  of 
rheumatoid  arthritis,  predominantly  in  men,  and 
may  be  the  inaugural  event  in  more  extensive 


visceral  involvement.  A peripheral  arteritis  in- 
volving the  small  arteries  of  the  distal  phalanges 
of  both  third  fingers  occurred  in  December,  1963 
at  age  42,  producing  an  incomplete  dry  gang- 
rene which  did  not  require  amputation. 

Case  2 

L.  S.,  a 65  year  old  white  male,  was  first  ad- 
mitted to  the  Phoenix  Veterans  Administration 
Hospital  July  4,  1963,  with  urinary  retention 
due  to  benign  prostatic  hypertrophy.  He  had 
progressive  peripheral  rheumatoid  arthritis  be- 
ginning at  age  59  and  was  on  corticoid  therapy 
with  15  mgm.  Prednisone  daily.  Additional  drug 
therapy  consisted  of  Chloroquine,  250  mgm. 
daily. 

On  admission,  the  patient  presented  as  an 
obese  white  male;  the  general  physical  exam- 
ination being  normal,  except  for  moderately  se- 
vere rheumatoid  arthritic  deformities  involving 
particularly  the  elbows,  wrists,  fingers  and  feet. 
Neurological  examination  was  also  normal,  ex- 
cept for  absent  ankle  jerks. 

Laboratory  studies  showed  a corrected  sedi- 
mentation rate  of  36  mm.  per  hour  (Wintrobe). 
Chest  x-ray  showed  bilateral  fibrocalcific  pleu- 
rae, and  the  electrocardiogram  was  normal. 

A transurethral  prostatic  resection  was  done 
July  12,  1963.  On  return  to  the  hospital  August 
27,  1963,  and  because  of  increasing  disability 
from  the  arthritic  symptoms,  the  patient  was 
transferred  to  the  Medical  Service.  The  addi- 
tional findings  then  were  hepatomegaly  and 
some  increase  in  swelling  of  the  right  wrist.  The 
rheumatoid  arthritis  latex  complement  fixation 
test  was  positive,  and  the  L.E.  cell  test  was  nega- 
tive. Because  of  a probable  eye  complication, 
Chloroquine  was  discontinued. 

In  early  September,  1963,  the  patient  deve- 
loped ischemic  leg  ulcers  which  became  infect- 
ed with  resistant  organisms  and  failed  to  heal. 
Late  in  September,  he  developed  a peripheral 
neuropathy  involving  first  the  upper  extremities, 
next  the  lower,  manifested  by  absent  deep  ten- 
don reflexes,  and  finally  paraplegia.  By  mid- 
October  ischemia  of  the  right  great  toe  ap- 
peared, and  within  a month  all  the  toes  of 
both  feet  had  become  gangrenous.  Although  the 
femoral  arterial  pulsations  remained  intact,  pul- 
sations distally  were  absent.  The  patient’s  course 
further  deteriorated,  and  atrial  fibrillation  ap- 
peared prior  to  his  death  December  5,  1963. 

In  summary,  this  patient  developed  rheuma- 
toid arthritis  at  age  59,  received  corticoid  treat- 
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ment,  and  had  severe  progressive  disease.  He 
developed  an  extensive  peripheral  neuropathy 
and  ischemic  gangrenous  changes  of  the  toes  on 
the  basis  of  necrotizing  arteritis,  prior  to  his 
death. 

Case  3 

M.  G.,  a 67  year  old  white  male,  was  admitted 
to  the  Phoenix,  Arizona  Veterans  Administration 
Hospital  April  3,  1964,  for  treatment  of  a mul- 
tiple disease  system  complex  and  a month-old 
pinned  intertrochanteric  right  hip  fracture. 

Following  influenza  during  World  War  I,  the 
patient  had  recurring  episodes  of  fever  and 
pleural  pain,  which  were  self-limited  and  finally 
subsided  about  1940.  At  age  60,  he  developed  a 
very  active  progressive  rheumatoid  arthritis  of 
the  peripheral  joints  which  became  quiescent 
after  four  years.  In  November,  1963,  he  devel- 
oped a left  foot  drop  and  left  arm  weakness. 
A diagnosis  of  mononeuritis  multiplex  was  made, 
and  a muscle  biopsy  was  reported  compatible 
with  periarteritis.  L.E.  cell  preparations  were 
inconsistent  with  both  positive  and  negative  re- 
sults. During  intensive  corticoid  therapy,  gan- 
grene of  the  first  and  second  toes  of  both  feet 
developed,  but  did  not  progress.  He  also  con- 
tinued to  have  occasional  angina  following  a 
myocardial  infarction  sustained  in  April,  1963. 

When  admitted,  the  patient  was  on  20  mgm. 
of  Prednisone  daily,  and  had  not  been  ambu- 
lated because  of  the  gangrenous  toes,  persistent 
muscle  weakness,  and  the  recent  right  hip  frac- 
ture. He  was  a well  developed,  alert  white  male, 
who  appeared  chronically  ill.  Pedal  artery  pul- 
sations were  absent,  and  rectal  sphincter  tone 
was  poor.  There  were  rheumatoid  arthritic  de- 
formities of  both  hands  with  considerable  limi- 
tation of  motion,  and  a rheumatoid  nodule  was 
present  on  the  left  forearm.  There  was  atrophy 
and  weakness  of  the  left  upper  arm  musculature. 
The  thigh  muscles  were  generally  weak  and 
there  was  a left  foot  drop.  A dry  gangrene  of 
the  distal  portion  of  the  first  and  second  toes 
of  both  feet  was  present.  The  deep  tendon  re- 
flexes were  normal,  except  for  absent  tendon 
Achilles  reflexes. 

Laboratory  data  revealed  corrected  sedimen- 
tation rate  of  36  mm.  (Wintrobe);  urinalysis  2 
plus  albumin;  L.E.  cell  tests  negative  and  rheu- 
matoid flocculation  test  (Latex)  repeatedly  posi- 
tive. 

A program  of  physical  therapy  was  instituted, 
and  the  patient’s  dose  of  Prednisone  was  gradu- 


ally reduced  to  5 mgm.  twice  daily.  He  was 
about  ready  for  weight  bearing  when  he  de- 
veloped a staphylococcal  pneumonia.  This  fin- 
ally cleared,  and  amputation  of  the  toes  which 
had  been  planned  was  carried  out  July  17,  1964. 
Wound  healing  was  uncomplicated,  and  con- 
tinued physical  therapy  measures  somewhat  im- 
proved the  muscle  strength,  although  the  left 
foot  drop  continued.  The  patient,  however,  be- 
came able  to  ambulate  minimally  in  a walker. 
He  was  finally  discharged  August  21,  1964  to 
continue  his  medical  and  physical  therapy  pro- 
grams at  home. 

In  summary,  this  patient  developed  a severe 
rheumatoid  arthritis  of  a fulminant  nature  at 
age  60.  This  was  treated  with  corticoids  and 
became  quiescent  after  four  years.  He  subse- 
quently developed  a peripheral  neuropathy 
treated  with  intensive  corticoid  therapy,  and 
then  developed  gangrene  of  the  first  and  sec- 
ond toes  of  both  feet.  A muscle  biopsy  was  com- 
patible with  periarteritis.  The  amputated  toes, 
histologically,  showed  arterioles  with  intimal  and 
medial  thickening,  some  with  residual  aberrant 
organization  and  luminal  fibrin. 

DISCUSSION 

The  findings  of  an  arteritis  associated  with 
rheumatoid  disease  may  lead  one  to  suspect  that 
the  primary  disease  is  periarteritis  nodosa,  or 
even  systemic  lupus  erythematosus.  The  differ- 
entiation of  rheumatoid  arteritis  from  these  dis- 
eases is  often  difficult.  The  differentiation,  how- 
ever, can  be  made  on  overall  evaluation  of  the 
pattern  of  vascular  involvement.  Thus,  in  gen- 
eral, necrosis  of  a vessel  wall  is  less  prominent 
than  in  periarteritis  nodosa  or  systemic  lupus 
erythematosus.  Also,  infrequent  involvement  of 
arteries  as  compared  with  arterioles,  and  the 
relative  lack  of  eosinophiles,  serves  to  differen- 
tiate rheumatoid  arteritis  from  classic  periarteri- 
tis nodosa.  It  would  seem  preferable  to  regard 
the  arteritis  associated  with  otherwise  typical 
rheumatoid  disease  as  a systemic  manifestation 
of  the  disease,  rather  than  as  a separate  entity. 

Vasculitis,  including  capillaritis  and  venulitis, 
associated  with  rheumatoid  arthritis,  may  well 
be  the  most  significant  type  of  vascular  involve- 
ment in  this  disease.  This  lesion  may  be  con- 
sidered more  specific  with  rheumatoid  disease, 
and  this  certainly  sets  it  somewhat  apart  from 
the  larger  vessel  disease  as  seen  with  periarteritis 
nodosa.  Thrombosis  and  complete  necrosis  of 
these  vessels  are  not  uncommon,  although  more 
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often  the  endothelium  remains  viable,  tending 
to  undergo  hypertrophy  and  proliferation  with 
progressive  encroachment  and  diminution  of  the 
vascular  bed.  Thus,  segmental  or  focal  vasculitis 
as  part  of  the  rheumatoid  arthritis,  is  considered 
a rather  cardinal  manifestation  of  rheumatoid 
arthritis.  It  occurs  most  often  with  advanced  or 
rapidly  progressive  disease  and  appears  to  be 
related  to  the  increased  reactivation  of  the  dis- 
ease process  during  reduction  of  dosage  of  cor- 
ticoids. 

Since  the  use  of  corticosteroids  in  the  treat- 
ment of  rheumatoid  arthritis,  there  have  been 
numerous  reports  of  arteritis  being  accelerated 
and  more  generalized  upon  the  chronic  disease 
process.  Kemper,  Baggenstross  and  Slocumb6, 
in  reviewing  autopsies  on  fifty-two  patients  with 
rheumatoid  arthritis,  observed  a wide  spectrum 
of  vascular  changes  which  included  changes 
from  mild  perivascular  or  adventitial  inflam- 
mation, to  an  acute  necrotizing  arteritis  involv- 
ing scattered  small  arterioles.  All  those  patients 
who  manifested  wide-spread  necrotizing  arteritis 
and  received  prior  corticosteroid  therapy.  Al- 
though arteritis  had  been  seen  and  described 
prior  to  the  advent  of  corticosteroid  therapy, 
there  is  a strong  suspicion  that  corticosteroids 
may  accelerate  the  process  by  its  long  usage 
and/or  subsequent  withdrawal. 

Schmid,  et.  al.7  have  reported  the  clinical  fea- 
tures and  course  of  complicating  arteritis  in  rheu- 
matoid arthritis.  He  particularly  called  atten- 
tion to  the  manifestations  of  peripheral  neuritis, 
pericarditis,  and,  to  a lesser  extent,  concomitant 
episcleritis  and  extensive  subcutaneous  nodules. 
In  this  group  of  thirty-four  patients,  seventeen 
showed  definite  arteritis  lesions  on  muscle  biop- 
sy. It  is  therefore  notable  to  report  that  some 
form  of  arteritis  exists  as  part  of  the  basic  lesion 
in  subcutaneous  nodules  or  synovial  inflamma- 
tion and  patients  who  tend  to  manifest  symp- 
toms of  an  extensive  nature  often  have  received 
corticosteroids.  Schmid  and  his  group  noted  that 
from  those  patients  who  had  the  most  severe 
form  of  necrotizing  arteritis,  75  percent  of  them 
had  been  created  with  corticosteroids. 

In  its  most  malignant  form,  the  syndrome  of 
disseminated  necrotizing  arteritis  complicating 
rheumatoid  arthritis  includes  polyneuropathy, 
fever,  leukocytosis,  cutaneous  ulcerations,  gan- 
grene and  infarctions  in  vital  organs  leading  to 
death.  In  a great  majority  of  cases  the  poly- 
neuropathy has  been  limited  to  those  patients 


on  corticosteroid  therapy.  Schmid  and  his  co- 
authors7, in  a series  of  seventeen  cases  in  which 
biopsy  studies  showed  arteritis,  eleven  of  these 
patients  had  necrotizing  lesions  and  peripheral 
neuropathy  developed  in  eight  of  these  patient's. 
Two  of  these  eight  died  of  disseminated  arterial 
disease  and  three  were  left  with  severe  neurop- 
athy. There  appears  to  be  some  morbid  relation- 
ship with  the  degree  of  polyneuritis  as  patients 
who  have  three  or  four  extremities  involved  have 
a mortality  rate  of  42  percent.  The  use  of  cor- 
ticosteroids in  rheumatoid  arthritis  and  poly- 
neuritis has  to  be  evaluated  in  line  with  the 
clinical  manifestations.  In  a most  recent  study 
by  Ferguson  and  Slocumb8,  they  suggested  in 
these  patients  a gradual  reduction  of  the  dose 
of  corticosteroids  to  near  physiological  mainte- 
nance level  for  control  of  hypercortisonism.  Jn 
those  instances  of  arteritis  which  have  developed 
because  patients  have  been  reduced  in  corticos- 
teroid dosage  and  consequently  developed  in- 
creased reactivation  of  the  disease,  the  opposite 
type  of  therapy  with  a temporary  increase  in 
dosage  would  appear  to  be  helpful  in  suppres- 
sing the  vascular  lesions.  Loveless9  in  reviewing 
neuropathies  associated  with  polyarteritis  no- 
dosal has  suggested  that  corticosteroids  may  be 
deleterious  in  polyarteritis,  particularly  when  it 
exists  on  a basis  of  rheumatoid  arthritis. 

Three  cases  of  rheumatoid  vasculitis  have 
been  presented  in  which  the  diverse  clinical 
manifestations  have  been  discussed.  There  is 
some  suggestion  that  the  use  of  corticosteroids 
may  be  related  to  acceleration  of  vascular  le- 
sions. There  is  also  some  evidence  that  corti- 
costeroids may  be  deleterious  in  polyarteritis 
neuropathy,  particularly  when  it  exists  on  a 
background  of  rheumatoid  arthritis. 
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The  Surgeons  Role  In  The  Management 
Of  The  Hard-Of-Hearing  Patient 


James  L.  Sheehy,  M.D. 


YOU  might  well  ask,  “Just  what  is  my  role, 
if  any,  in  the  management  of  the  hard-of- 
hearing  patient?” 

Your  role  is  one  of  recognition: 

1.  Recognition  of  the  problem  when  it  exists 
in  your  patient. 

2.  Recognition  that  something  can  be  done 
or  perhaps  should  be  done. 

3.  Recognition  of  who  in  your  locale  is  best 
qualified  to  further  advise  or  treat  the  pa- 
tient. 

Although  a great  deal  has  been  written  in  the 
last  five  years  or  so  regarding  the  excellent  re- 
sults obtained  in  otologic  surgery,  it  is  not  un- 
usual to  find  that  the  surgeon,  internist,  or  gen- 
eral physician  are  really  not  clear  as  to  what 
can  be  done.  This  is  particularly  true  if  he  is 
not  in  contact  with  an  otologist  who  is  doing 
this  work.  Many  physicians  have  not  had  the 
opportunity  to  see  patients  of  theirs  treated  suc- 
cessfully. 

The  purpose  of  this  paper  is  to  outline  the 
mechanism  of  hearing  impairment,  to  indicate 
what  can  be  done  medically  and  surgically  and 
to  orient  you  in  general  with  the  results  that 
can  be  expected  from  this  surgery. 

Presented  before  the  Montana  Chapter,  American  College  of 
Surgeons,  East  Glacier,  Montana,  August  22  ,1964. 

Assistant  Clinical  Professor  of  Otolaryngology,  University  of 
Southern  California. 


This  brief  concise  review  of  the  etiology 
and  treatment  of  hearing  loss  should  be  of 
interest  to  all  general  physicians. 


THE  HEARING  MECHANISM 

Sound  waves  enter  the  ear  canal  and  strike 
the  tympanic  membrane.  Vibrations  of  this  mem- 
brane are  transmitted  to  the  inner  ear  fluid 
through  the  chain  of  ossicles:  the  malleus,  the 
incus,  and  the  stapes  (Fig.  1).  The  tympanic 
membrane  and  ossicles  act  as  a transformer 
converting  air  born  vibrations  into  fluid  waves 
in  the  inner  ear.  These  fluid  waves  stimulate  the 
delicate  hair  cells  of  the  auditory  nerve. 

Impulses  are  transmitted  by  the  nerve  to  the 
brain  stem  and  then  to  the  cortex  of  the  temporal 
lobe  for  interpretation.  Any  block  or  defect  in 
this  system  results  in  impaired  hearing  If  the 
block  is  in  the  ear  canal  or  transformer  mechan- 
ism (tympanic  membrance  or  ossicles),  a conduc- 
tive hearing  impairment  results.  If  the  defect  is 
in  the  inner  ear,  nerve  or  brain,  a sensori-neural 
or  nerve  impairment  results. 
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Figure  1 

The  hearing  mechanism. 


Hearing  is  tested  by  means  of  an  audiometer. 
The  tuning  fork,  however,  remains  the  primary 
instrument  of  the  otologist  for  the  differentia- 
tion of  the  two  major  types  of  hearing  impair- 
ment. In  conductive  hearing  impairments,  the 
tuning  fork  is  heard  better  by  bone  conduction 
than  by  air  conduction  (Fig.  2).  In  the  sensori- 
neural or  nerve  type  impairment,  the  tuning  fork 
is  heard  better  by  air  conduction  than  by  bone 
conduction  (Fig.  3). 

SENSORI-NEURAL  (NERVE) 
HEARING  IMPAIRMENT 

Any  pathology  which  interferes  with  the  in- 
ner ear  or  nerve  pathways  results  in  a sensori- 
neural hearing  impairment.  Some  of  the  com- 
mon causes  of  this  type  of  impairment  are  the 
change  that  occurs  with  age  (presbycusis),  hem- 
orrhages into  the  inner  ear,  acoustic  trauma  (ex- 
posure to  high  noise  level)  and  skull  fractures. 
We  are  becoming  increasingly  aware  of  the  fact 
that  unilateral  sensori-neural  hearing  impairment 
is  at  times  caused  by  a small  acoustic  neuroma. 


512  c/s  TUNING  FORK 
HEARD  BETTER  BY 
BONE  THAN  BY  AIR 
CONDUCTION. 

Figure  2 

Conductive  hearing  impairment. 


Diagnosed  at  an  early  stage,  these  tumors  can 
now  be  removed  through  the  ear,  sparing  the 
facial  nerve  and  the  marked  imbalance  that 
frequently  follows  the  more  extensive  neuro- 
surgical procedure  for  removal  of  the  tumors. 

Treatment  in  the  case  of  sensori-neural  hear- 
ing impairment  is  rehabilitative.  There  is  nothing 
surgical  that  can  be  done  in  the  majority  of 
cases. 

Speech  reading  (lip  reading)  training  should 
be  obtained  by  all.  This  will  aid  greatly  in  the 
understanding  of  speech.  If  the  hearing  impair- 
ment has  progressed  to  the  point  that  sound 
is  not  heard  loud  enough,  a properly  selected 
hearing  aid  should  help  greatly.  Fortunately,  it 
is  unusual  for  hearing  impairment  to  progress 
to  total  deafness. 


RINNE  TEST 
POSITIVE 

512  C/S  TUNING  FORK 
HEARD  BETTER  BY 
AIR  THAN  BY  BONE 
CONDUCTION 

Figure  3 

Sensori-neural  hearing  impairment. 


CONDUCTIVE  (MIDDLE  EAR) 
HEARING  IMPAIRMENT 

Any  pathology  that  interferes  with  the  trans- 
mission of  sound  vibrations  to  the  inner  ear  re- 
sults in  a conductive  hearing  impairment.  This 
is  the  type  that  can,  in  most  cases,  be  corrected 
surgically. 

The  problem  may  be  in  the  ear  canal  (wax), 
the  middle  ear  (ear  drum  perforations  or  disease 
of  the  middle  ear  bones)  or  in  the  eustachian 
tube  (blockage  here  will  result  in  fluid  in  the 
middle  ear). 

Because  of  the  minute  size  of  the  structures 
involved  (Fig.  4),  there  was  very  little  that  could 
be  done  surgically  for  the  correction  of  many 
conductive  hearing  impairments  prior  to  the 
development  of  the  operation  microscope  (Fig. 
5).  This  development  furnished  means  for  ade- 
quate magnification  and  illumination.  There  are 
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Figure  4 

Middle  ear  bones  and  prosthetic  devises  compared  to 
size  of  dime  and  match  stick. 


Figure  5 

Operation  microscope. 


now  few,  if  any,  conductive  impairments  that 
are  not  amenable  to  surgical  treatment  and 
satisfactory  results  can  be  expected  in  the  ma- 
jority of  cases. 

Serous  Otitis  Media 

This  is  a frequent  cause  of  chronic  hearing 
impairment  in  children  and  is  occasionally  seen 
in  adults.  The  tympanic  membranes  usually  have 
a good  light  reflex  but  appear  darker  than  nor- 
mal with  a chalk-white  appearance  of  the  mal- 


Figure  6 

Use  of  pneumatic  otoscope. 


Figure  7 

Collar  button  tube  through  myringotomy  incision  in 
case  of  chronic  serous  otitis  media. 


leus  handle.  Use  of  the  pneumatic  otoscope  (Fig. 
6)  will  invariably  reveal  a fixed  tympanic  mem- 
brane. The  underlying  problem  here  is  eustach- 
ian  tube  blockage.  In  children,  adenoidctomy  is 
frequently  indicated  with  drainage  of  the  middle 
ear  fluid  by  myringotomy  at  the  time  of  surgery. 
In  chronic  cases,  a polyethylene  tube  is  inserted 
through  the  myringotomy  incision  after  removal 
of  fluid  (Fig.  7). 

Perforation  of  the  Tympanic  Membrane 

In  this  situation  it  is  of  the  utmost  importance 
that  the  patient  be  cautioned  not  to  get  water 
in  his  ear.  The  perforation  may  be  closed  by  ihc 
use  of  various  tissue  grafts  such  as  temporalis 
fascia,  vein,  or  ear  canal  skin  (Fig.  8).  This  will 
seal  the  ear,  preventing  further  drainage,  and 
restore  the  hearing  in  most  cases.  This  opera- 
tion (myringoplasty)  is  successful  in  90  percent 
of  the  cases. 
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Figure  8 

Myringoplasty:  grafting  of  ear  drum  perforation. 


Demonstration  of  cholesteatoma  in  mastoid. 


Chronic  Otitis  Media 

In  long  standing  chronically  infected  ears  a 
cholesteatoma  (skin  line  cyst  in  the  mastoid) 
(Fig.  9)  is  frequently  found.  This  has  usually 
destroyed  some  or  all  of  the  middle  ear  bones. 
Tympanoplasty  with  mastoidectomy  is  perform- 
ed to  rid  the  ear  of  infection  and  obtain  hearing 
improvement  by  reconstructing  the  ear  drum 
and  the  ossicular  chain  (Fig.  10).  Satisfactory 
hearing  can  be  expected  in  three  out  of  four 
cases. 

Otosclerosis 

Otosclerosis  is  one  of  the  commonest  single 
causes  of  progressive  conduction  hearing  impair- 
ment in  adults.  It  is  due  to  a developmental  pro- 
liferation of  bone  involving  the  footplate  of  the 
stapes  and  oval  window.  Otosclerosis  is  not  as- 
sociated with  any  objective  signs  of  ear  disease. 


Figure  11 

Diagram  of  otosclerosis  and  the  stapedectomy 
operation. 


Treatment  is  by  the  stapedectomy  operation.  Un- 
der local  anesthesia,  the  hardened  stapes  is  re- 
moved and  replaced  by  a prosthesis  (Fig.  11). 
Fortunately  90  percent  or  more  of  these  opera- 
tions are  successful. 


CONCLUSIONS 

Tremendous  strides  have  been  made  in  the 
past  decade  in  the  surgical  treatment  of  conduc- 
tive hearing  impairments  as  evidenced  by  the 
development  of  myringoplasty,  tympanoplasty 
and  stapedectomy.  Physicians  should  recognize 
a hearing  problem  when  it  exists  and  see  that 
the  patient  avails  himself  of  modern  otologic 
care. 
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Fire,  Firestorms,  Burns  and  Blindness 

SOLOMON  GARB,  M.D. 


A subjeci  of  nalional  controversy,  ihe  fireslorm,  is  critically  examined  in  this 
chapter.  Dr.  Garb  stresses  that  this  phenomenon  can  occur  only  in  dense,  housing 
regions.  On  surveying  Phoenix  from  the  top  of  the  Guaranty  Bank  Building,  he 
staled  that  a firestorm  could  not  occur  in  our  capital  city,  and  thus,  would  be  un- 
likely in  the  Stale  of  Arizona.  In  ihe  event  of  a general  fire  an  oxygen  lank  with  a 
flow  rate  of  one -half  liter  per  minute  per  person  would  be  adequate  in  a 3 foot 
thick,  dirt  covered  shelter.  Carbon  dioxide  absorption  is  also  reviewed.  Blindness 
theoretically  can  ensue  if  one  should  stare  directly  at  a nascent  fireball.  Therefore, 
if  a nuclear  attack  is  considered  imminent,  those  necessarily  exposed  to  the  outside 
environment  are  advised  to  shield  one  eye,  so  as  to  avoid  the  rare  but  serious  pos- 
sibility of  total  loss  of  sight. 


SINCE  the  heat  radiation  from  the  fire  ball  of  a 
thermonuclear  explosion  is  responsible  for 
the  production  of  fire,  firestorms,  burns  and 
blindness  it  is  appropriate  to  consider  these  ef- 
fects in  a single  chapter.  Although  there  has 
been  a great  deal  of  comment  about  these  re- 
sults of  heat  radiation  from  the  bomb,  much 
of  that  comment  has  been  incorrect  or  mislead- 
ing. There  has  not  been  a large  amount  of  ex- 
perience with  these  effects,  fortunately  for  the 


human  race,  and  it  is  therefore  difficult  to  pre- 
dict with  any  great  degree  of  certainty  just  what 
the  effects  of  a particular  detonation  would  be. 
However,  the  available  evidence  appears  to  i • 
enough  to  allow  us  to  make  some  reasonable 
plans  for  avoiding  the  worst  of  these  effec  Is 
First  let  us  consider  the  probable  damage 
which  can  be  done  by  the  radiant  heat  from  the 
fireball  from  a thermonuclear  explosion  and  then 
subsequently  the  protective  measures  which  can 
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be  employed.  The  heat  radiation  from  the  fire- 
ball is  emitted  in  two  pulses.  The  first  is  emit- 
ted so  rapidly  that  no  conceivable  reflexes  can 
protect  against  it.  This  includes  the  blink  re- 
flex. The  second  pulse  however,  is  delivered 
over  a period  of  up  to  six  seconds  and  some  pro- 
tective measures  may  be  helpful.  The  range  of 
the  heat  from  the  fireball  is  extensive,  going  out 
well  beyond  the  zone  of  destruction  of  build- 
ings. Let  us  assume  that  a 20  megaton  bomb 
bursts  at  approximately  ground  level  while  the 
day  is  clear  and  there  has  been  no  recent  rains. 
Under  those  circumstances  the  heat  traveling 
with  approximately  the  speed  of  light  can  cause 
burns  and  blistering  of  the  exposed  skin  at  a 
distance  of  approximately  20  to  25  miles.  In 
addition  if  those  rays  happen  to  go  through 
the  cornea  and  strike  the  retina  they  can  produce 
burns  of  the  reina  which  would  cause  blindness. 
This  latter  effect  can  take  place  only  if  the  per- 
son involved  is  looking  directly  at  the  spot 
where  the  fireball  is  going  to  be  and  is  not 
shielded  by  any  buildings.  This  will  not  be  the 
case  with  most  people.  Statements  have  been 
made  to  the  effect  that  an  “uncontrollable  re- 
flex” will  force  people  to  look  at  the  fireball 
and  become  blinded.  This  is  nonsense  at  best. 
The  blink  reflex  takes  place  far  more  rapidly 
than  the  body,  neck  or  eyes  can  be  shifted  to 
look  at  anything.  In  the  event  that  a thermonu- 
clear explosion  takes  place,  the  amount  of  light 
given  off  in  the  area  involved  will  be  so  great 
that  an  involuntary  blink  reflex  will  occur  long 
before  any  movement  of  the  eyes  is  possible. 

At  the  same  approximate  range,  that  is  about 
20  miles  from  ground  zero,  highly  inflammable 
materials  such  as  paper  and  rotted  wood  will 
burst  into  flame.  Protected  inflammable  ma- 
terials will  not  burst  into  flame  at  those  ranges 
but  will  burn  at  a closer  range.  Houses  which 
are  constructed  so  that  unprotected  inflam- 
mable material  is  exposed  to  the  direct  rays  from 
the  fireball  will  probably  catch  fire.  A sub- 
stantial proportion  of  them  will  burn  to  the 
ground.  The  chances  are  that  a large  number 
of  houses  within  a 20  mile  radius  of  a 20  mega- 
ton bomb  will  burn.  This  however,  should  not 
be  confused  with  a firestorm.  There  are  many 
essential  differences  between  fires  and  fire- 
storms and  it  is  important  to  keep  these  differ- 
ences clearly  in  mind.  A firestorm  takes  place 
only  under  rather  exceptional  circumstances.  We 
do  not  yet  know  all  those  circumstances.  Many 


attempts  by  the  U.  S.  Air  Force  to  produce  fire- 
storms in  Germany  and  Japan  failed.  We  know 
only  about  the  few  in  which  their  efforts 
succeeded.  Firestorms  will  not  take  place  un- 
less at  least  20%  of  the  total  area  involved  is 
covered  by  buildings.  If  there  is  fog  or  if  there 
has  been  a recent  rain  the  likelihood  of  a fire- 
storm is  also  much  less. 

The  best  evidence  which  we  have  available 
to  judge  the  probable  extent  of  a firestorm 
comes  from  the  studies  of  what  happened  at 
Hiroshima  and  Nagasaki.  Although  atom  bombs 
in  the  kileton  rather  than  megaton  range  were 
used  against  those  cities,  the  principles  involved 
in  terms  of  fires  and  firestorms  are  exactly  the 
same.  In  both  cases,  it  was  found  that  fire- 
storms did  not  take  place  in  the  peripheral  area 
where  primary  ignition  by  thermal  radiation  was 
to  be  expected.  In  theory  the  20  kiloton  bombs 
dropped  over  Hiroshima  and  Nagasaki  could 
have  produced  firestorms  over  an  area  of  about 
13 V2  square  miles.  Actually,  however,  firestorms 
covered  an  area  almost  identical  with  the  area 
of  serious  blast  damage.  In  the  case  of  Hiro- 
shima the  area  of  serious  blast  damage  was  4.7 
square  miles  and  the  total  area  burned  was  4.4 
square  miles.  In  the  case  of  Nagasaki  the  area 
of  blast  damage  was  1.0  square  miles  and  the 
total  burned  area  0.9  square  miles.  If  this  past 
experience  is  any  guide,  the  probabilities  are  that 
firestorms  will  take  place  only  in  the  area  of 
blast  destruction  of  a hydrogen  bomb,  that  is 
within  10  miles  of  the  impact  point  of  a 20 
megaton  bomb.  Between  the  10  and  the  20  mile 
rings  there  would  probably  be  many  scattered 
fires,  some  of  them  severe,  but  no  true  fire- 
storms. 

In  an  ordinary  fire,  the  major  danger  comes 
from  the  heat  and  protection  against  that  heat 
is  relatively  simple  to  provide  in  the  appropriate 
type  of  shelter.  In  the  case  of  a firestorm,  how- 
ever, other  factors  are  involved.  In  the  fire- 
storm area,  large  masses  of  inflammable  material 
from  an  area  of  at  least  one  square  mile  burn 
fiercely  so  that  a single  flame  is  formed.  Air 
rushes  in  from  the  periphery  at  gale  velocity, 
feeding  oxygen  into  the  fire.  At  the  center  a 
huge  chimney  effect  takes  place,  with  the  hot 
air  and  flames  rising  toward  the  sky.  The  heat 
in  a firestorm  area  is  far  more  intensive  than  the 
heat  in  any  ordinary  fire.  In  a firestorm,  any 
combustible  material  will  burst  into  flame  even 
if  it  is  not  touched  by  flames  from  other  burn- 
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ing  material.  Every  place  on  the  ground  within 
the  firestorm  range  will  be  subjected  to  tempera- 
tures of  over  1000  degrees  Fahrenheit  (the 
maximum  temperature  in  most  ovens  is  600 
degrees). 

As  a result  of  the  enormous  amounts  of  com- 
bustible material  being  burned  there  is  a deple- 
tion of  oxygen  and  an  accumulation  of  carbon- 
monoxide.  However,  the  oxygen  could  not  drop 
to  a lethal  level.  Wood  will  no  longer  flame  if 
oxygen  concentrations  are  under  15%,  and  peo- 
ple can  survive  in  14%  oxygen  indefinitely. 

On  the  basis  of  experience  with  other  fire- 
storms, it  appears  probable  that  most  firestorms 
would  last  about  six  hours.  However,  on  the 
basis  of  prudence,  it  would  be  advisable  to  plan 
on  protection  for  at  least  12  hours.  There  will 
always  be  a certain  amount  of  warning  before  a 
firestorm  starts.  They  do  not  occur  instan- 
taneously. It  generally  takes  15  minutes  or 
more  before  the  fires  grow  hot  enough  and 
dense  enough  to  coalesce  into  a firestorm.  This 
would  be  particularly  true  in  the  case  of  fires 
set  by  the  blast  of  a thermonuclear  weapon 
since  only  one  side  of  any  particular  structure 
would  cast  fire  initially.  During  this  interval 
before  the  full-fledged  firestorm  develops,  there 
is  time  to  seek  shelter  in  an  appropriate  structure 
if  such  a structure  is  already  in  existence. 

Blindness 

Burns  of  the  retina  can  take  place  at  consid- 
erable distance  from  the  detonation  of  a thermo- 
nuclear weapon.  They  cannot,  however,  occur 
unless  the  individual  happens  to  be  looking  in 
the  direction  of  the  exploding  weapon  at  the 
time  it  detonates.  Under  ordinary  circum- 
stances, the  amount  of  heat  radiation  delivered 
by  any  device  is  inversely  proportional  to  the 
square  of  the  distance.  However,  the  lens  of 
the  eye  concentrates  light  to  focus  it  on  the 
retina.  In  this  way  it  almost  balances  out  the 
attenuation  of  the  radiation  by  distance.  Be- 
cause of  this,  it  has  been  stated  that  with  a high 
altitude  explosion  of  a thermonuclear  weapon, 
burns  to  the  retina  can  occur  as  far  as  345  miles 
away.  Although  this  figure  is  correct,  it  should 
be  seen  in  perspective  and  not  unduly  exagger- 
ated. The  retinal  burn  which  will  occur  will  be 
of  pinpoint  size,  because  the  area  of  the  retina  on 
which  the  image  falls  will  be  very  small  at  such 
distances.  Thus,  this  type  of  retinal  burn  will 
produce  a small  scotoma  but  will  not  produce 
blindness. 


Protective  Measures 
Protective  Measures  Agains  Fires 

Against  the  hazard  of  ordinary  fires,  simple 
insulation  against  the  heat  would  be  sufficient. 
Thus  any  shelter  buried  under  three  feet  of 
earth  would  afford  adequate  protection.  How- 
ever, no  one  can  be  certain  that  an  ordinary 
fire  rather  than  a firestorm  will  take  place  in 
any  built-up  area.  Therefore  those  residing  in 
areas  in  which  20%  or  more  of  the  ground  is  cov- 
ered by  buildings  should  plan  to  have  protection 
against  firestorms  as  well  as  fire. 

Protection  Agains  Firestorm 

For  protection  against  firestorms,  insulation 
against  the  tremendous  heat  is  a first  require- 
ment. Ordinary  basement  shelters,  of  course, 
would  be  completely  inadequate.  The  only 
practical  protection  against  the  heat  of  a fire- 
storm is  a layer  of  earth  at  least  three  feet  thick 
over  a shelter  with  all  entrances  blocked  by  at 
least  three  feet  of  sandbags.  Parenthetically, 
it  should  be  stated  that  only  nonimflammable 
materials  such  as  steel  or  concrete  should  be 
used  to  hold  any  weight  in  a shelter  designed  to 
resist  a firestorm.  Studies  have  been  done  on 
the  effectiveness  of  three  feet  of  earth  as  an 
insulation  against  firestorms..  A shelter  was 
constructed  and  covered  with  three  feet  of  earth. 
All  around  it,  in  a four  acre  area,  300  tons  of 
fuel  were  attacked  in  an  arrangement  similar 
to  that  expected  from  a densely  populated  area 
of  single  story  buildings.  This  combustible  ma- 
terial was  then  set  afire.  The  surface  heat  with- 
in this  area  was  equivalent  to  that  produced  in 
firestorms.  Temperature  measurements  inside 
the  shelter  showed  that  negligible  amounts  of 
heat  were  transmitted  through  the  three  feet  of 
earth  covering  into  the  shelter  proper.  Thus 
it  appears  that  a three  foot  thick  earth  covering 
at  every  point  will  produce  adequate  protection 
against  the  heat  of  a firestorm. 

The  seepage  of  carbon  monoxide  into  a shel- 
ter can  also  be  prevented  by  appropriate  design 
of  the  shelter  in  advance.  Carbon  monoxide 
will  not  seep  through  a three  foot  layer  of  earth 
in  any  significant  concentrations.  Therefore  the 
only  danger  points  are  entrances  and  exit  T t - 
may  be  protected  in  two  ways.  First  ;4t  1 

may  be  sealed  with  tape,  clay,  mud  »•  rags 
or  anything  else  available.  In  addition,  pres- 
sure relationships  within  the  shelter  can  be  ar- 
ranged so  that  there  is  a slight  outward  flow  of 
air  through  any  cracks  which  might  remain. 
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This  latter  step  is  probably  an  unnecessary  re- 
finement since  the  studies  in  the  simulated  fire- 
storm suggested  that  very  little  carbon  monox- 
ide would  get  into  a shelter  whose  entrances 
were  appropriately  designed. 

The  next  problem  in  providing  protection 
against  firestorm  is  the  supply  of  oxygen.  It  is 
easier  to  provide  oxygen  than  to  remove  the 
carbon  monoxide.  In  general,  the  average  adult 
requires  about  one  cubic  foot  of  oxygen  per  hour. 
This  figure  should  not  be  confused  with  earlier 
figures  given  for  ventilation  with  air  in  which  it 
was  stated  that  three  cubic  feet  of  air  per  minute 
were  needed.  The  difference  comes  from  the  fact 
that  air  has  only  20%  oxygen  and  of  that  only  a 
relatively  small  amount  can  be  taken  up  by  the 
alveoli  of  the  lungs.  Repeated  studies  have 
shown  that  the  average  adult  can  be  quite  com- 
fortable if  one  cubic  foot  of  oxygen  per  hour  is 
available  and  if  the  exhaled  carbon  dioxide  is 
absorbed. 

There  are  three  possible  ways  of  supplying 
oxygen  within  the  shelter.  One  way  involves  the 
use  of  chlorate  candles.  These  candles  contain 
sodium  chlorate,  iron  and  other  materials.  When 
burned,  the  iron  and  chlorine  combine,  liberat- 
ing pure  oxygen  which  is  suitable  for  breathing. 
These  candles  unfortunately,  give  off  a great 
deal  of  heat  and  are  therefore  not  suitable  for 
use  in  the  ordinary  family  shelter.  They  might, 
however,  be  practical  if  large  numbers  were  to 
be  used  in  a large  community  shelter  in  which 
facilities  for  absorbing  the  heat  were  also  avail- 
able. 

A second  method  of  supplying  oxygen  is 
through  the  use  of  ordinary  medical  cylinders  of 
gas.  It  would  probably  be  necessary  to  pur- 
chase such  cylinders  and  have  them  filled  with 
oxygen  since  the  usual  oxygen  supply  compan- 
ies rent  rather  than  sell  cylinders.  For  shelters 
with  two  or  more  families  a 220  cubic  foot 
cylinder  may  be  the  solution  to  the  oxygen  sup- 
ply problem.  A cylinder  of  this  sort  weighs 
about  130  pounds  empty  and  up  to  140  pounds 
when  filled.  Although  suitable  for  shelters 
holding  two  or  more  families,  it  may  be  a bit  too 
cumbersome  for  a one  family  shelter.  For  the 
one  family  shelter  the  smaller  size  cylinder  con- 
taining a 110  cubic  feet  of  oxygen  and  weighing 
about  75  pounds  is  probably  a better  choice 
(see  table  1).  In  addition  to  the  oxygen  cylinder 


and  the  simple  valve  which  can  be  obtained 
from  the  cylinder  manfacturer  it  will  be  neces- 
sary to  have  a reducing  valve.  These  may  be 
purchased  from  a number  of  different  sources 
available  to  most  physicians.  There  may  be 
some  question  as  to  how  oxygen  supply  is  to  be 
regulated  during  a firestorm.  It  will  probably 
not  be  practical  to  attempt  to  measure  actual 
oxygen  concentration  in  the  atmosphere  of  the 
shelter.  However,  estimates  can  be  made  which 
will  usually  be  quite  accurate.  Fortunately  there 
is  a rather  wide  range  of  oxygen  concentrations 
which  are  suitable  for  relatively  short  periods  in 
a shelter.  Although  the  oxygen  content  of  the 
ordinary  air  is  approximately  21%,  a reduction 
to  as  low  as  14%  would  not  be  harmful  nor  is 
a concentration  of  40%  likely  to  be  dangerous 
in  terms  of  starting  fires  within  the  shelter.  Thus 
if  the  actual  oxygen  concentration  within  the 
shelter  ranges  between  14%  and  40%  for  the 
duration  of  a firestorm,  one  may  anticipate  sur- 
vival of  all  the  occupants  without  harmful  effect. 

The  oxygen  reducing  valves  generally  come 
with  a flow  meter.  The  valve  may  be  adjusted 
so  that  the  amount  of  oxygen  being  liberated 
into  the  shelter  as  measured  by  the  flow  meter 
is  sufficient  to  provide  one  cubic  foot  per  person 
per  hour.  This  may  have  to  be  translated  to 
liters  of  oxygen  since  most  flow  meters  are  cali- 
brated in  liters.  There  are  approximately  IVz 
gallons  or  twenty-eight  liters  per  cubic  foot. 
Therefore  the  oxygen  requirement  per  person 
would  be  28  liters  per  hour  and  for  a family  of 
six  a total  of  168  liters  of  oxygen  per  hour  are 
needed.  A steady  oxygen  flow  rate  of  one-half 
liter  per  minute  per  person  would  be  adequate. 

These  rates  of  flow  may  seem  quite  small  to 
those  who  have  had  experience  with  oxygen 
tents  and  masks  where  relatively  high  flow  rates 
are  used  for  a single  patient.  The  reason  is  that 
masks  and  tents  are  quite  inefficient  in  terms  of 
holding  in  the  oxygen  and  most  of  the  gas  is 
lost  to  the  outside  atmosphere.  Furthermore  in 
the  oxygen  mask  or  tent  the  attempt  is  made  to 
keep  high  concentrations  of  oxygen  available 
and  this  multiplies  the  inefficiency  of  that 
process. 

In  a community  shelter  or  neighborhood  shel- 
ter the  cost  of  oxygen  per  person  becomes  less 
because  a single  reducing  valve  is  all  that  is 
needed  for  several  oxygen  tanks.  As  soon  as  a 
tank  is  empty,  the  valve  is  moved  to  another 
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TABLE  1 - MATERIALS  FOR  BREATHING  DURING  FIRESTORM 


Type 

Mfg. 

Model 

No. 

Capacity 

Weight 

Cost  Hrs.  Protection 

Approx.  For  Family  of  5 

Oxygen 

tank 

(empty) 

Harrisburg  Steel 
Co.,  Harrisburg,  Pa. 

Standard 

weight 

Standard 

weight 

110  cu.  ft. 
220  cu.  ft. 

70  lbs. 
128  lbs. 

$40  FOB  22 

$50  FOB  44 

Oxygen 

tank 

Same 

Standard 

lVz  lbs. 

$3.35 

valve 

Several  can  usually  be 
purchased  from  local 
oxygen  distributors 

4 to  8 lbs. 

$30  to  $50 

Carbon 

Dioxide 

absorbants 

Manufacturer  or 
Distributor 

Main  Active  C02  Absorbing 
ingredients  Capacity— Ideal 

Cost,  Approx,  per 
pound,  FOB 

Amount  Needed  for  Family 
of  5 for  12  hours 

Metalime 

McKesson  Appliance 
Co.,  2228  Ashland 
Ave.  Toledo  10,  Ohio 

Sodalime 

About  2.45  cu. 
ft.  of  CO, 
per  pound 

See  Local 
Distributor 

Not  definitely  known— 

Probably 

20  to  40  pounds 

Baralyme 

Thomas  A.  Edison 
Industries,  Stuy- 
vesant  Falls,  N.Y. 

Barium 
Hydroxide 
Lime,  USP 

1.56  cu.  ft. 
of  C02  per  lb. 

$0.57  in  2 lb. 
lots— $20  for 
carton  of  25— 
2 lb.  packages 

25  pounds  to  30  pounds 

Cardoxide 

Mine  Safety 
Appliance  Co., 
Callery,  Pa. 

Sodalime 

2.45  cu.  ft. 
of  C02  per  lb. 

Not  given 

20  pounds 

Sodalime 

Aloe  Scientific  Co. 
1831  Olive  St. 

St.  Louis  3,  Mo. 

Sodalime 

2.45  cu.  ft.  of 
C02  per  lb. 

$ 0.80  per  lb. 

$ 3.90  per  5 lb. 
$19.25  per  37  lb. 

20  pounds 

Sodasorb 

Aloe  Scientific  Co. 
1831  Olive  St. 

St.  Louis  3,  Mo. 

Barium 

calcium 

hydroxides 

$ 1.75  per  3 lb. 
$18.00  per  36  lb. 

25  pounds 

OTHER 


Canister  for  Local  Sheet 

Carbon  Dioxide  Metal  Shops 
Absorbants 

10”  diameter  stove  pipe, 

1 linear  foot  for  each  10  to 
16  lbs.  of  absorbant 

Approx.  Cost 
$25.00 

Blower  for 
Canister 

Air-intake  blower  (table,  in  Ventilation  Chapter) 
used  to  blow  shelter  air  thru  canister. 

may  be  temporarily  disconnected  and 

Complete  Oxygen  Supply,  Carbon 

Dioxide  Absorbing  System 

Type 

Manufacturer 

Actions 

Capacity 

Size 

Cost  Approx.  Hrs.  Protection 
FOB  For  Family  of  5 

Chemacon 

Canister 

Mine  Safety 
Appliance  Co., 
Callery,  Pa. 

1—  Provides 
oxygen 

2—  Absorb 

co2 

3—  Removes 

About  60  cu.  ft.  of  18”  diameter 
oxygen  supplied,  8”  high 

and  an  equivalent 
of  C02  absorbed 

$150 

12 

some 

odors 

Chemacon 
Air  Re- 
generation 
apparatus 
(for  large 
shelters 

1—  Provide 
02 

2—  Absorb 

co2 

3—  Removes 
some 
odors 

Uses  Chemacon 
Canisters 

24  x 19  x 30 

$2,000 

12 

tank.  In  calculating  oxygen  needs  in  a large 
shelter  it  is  advisable  to  plan  on  having  a 220 
cubic  foot  capacity  oxygen  cylinder  for  every 
18  persons  and  one  reducing  valve  for  every  four 
cylinders.  Of  course  many  community  and  neigh- 
borhood shelters  will  not  require  protection 
against  firestorm  because  they  will  be  suffi- 
ciently far  away  from  large  masses  of  com- 
bustible material. 

Oxygen  may  also  be  provided  by  certain  chem- 
ical means.  There  are  at  least  two  chemicals, 
sodium  superoxide  and  potassium  tetroxide, 


which  not  only  liberate  substantial  amounts  of 
oxygen  but  absorb  large  quantities  of  carbon 
dioxide.  They  will  be  discussed  below. 

Carbon  Dioxide  Absorption 

In  an  enclosed  shelter  which  is  to  be  sealed 
against  firestorm,  carbon  dioxide  absorption  c 
be  accomplished  by  chemical  means.  Tin  re  uie 
several  chemicals  which  have  been  tested  ami 
used  for  this  purpose  and  found  quite  satisfac- 
tory. They  are  listed  in  Table  1.  At  this  time 
I know  of  no  commercially  available  canisters 
which  could  be  used  to  hold  these  chemicals. 
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However,  a satisfactory  canister  can  be  made  in 
a local  sheet  metal  shop  and  then  filled  with  the 
appropriate  amount  of  one  of  the  carbon  dioxide 
absorbing  chemicals.  A drawing  of  a useful  type 
of  canister  design  is  in  figure  1.  There  must  be 
some  force  exerted  in  order  to  circulate  the 
shelter  air  through  the  canister  containing  the 
carbon  dioxide  absorbant.  This  is  provided  by 
the  hand-operated  blower.  The  latter  must  be 
disconnected  from  the  air  intake  of  the  shelter 
if  it  is  to  be  used  to  pump  shelter  air  through 
the  carbon  dioxide  absorbing  canister.  When 
the  hand-operated  blower  is  disconnected  tem- 
porarily from  the  air  intake  pipe  of  the  shelter, 
the  latter  should  be  securely  sealed  to  prevent 
carbon  monoxide  leakage  downward  from  the 
firestorm. 

The  hand-operated  blower  may  be  used  in- 
termittently to  pump  shelter  air  through  the  car- 
bon dioxide  absorbant  either  on  a time  schedule 
or  in  accordance  with  the  comfort  of  the  shelter 
occupants.  Although  a lack  of  oxygen  does  not 
necessarily  cause  warning  symptoms  in  everyone 
before  a dangerous  level  is  reached,  a surplus  of 
carbon  dioxide  will  cause  such  warning  symp- 


toms quite  early.  Therefore  the  comfort  of  the 
occupants  of  the  shelter  can  be  a useful  guide 
to  the  need  of  pumping  shelter  air  through  the 
absorbant.  On  the  other  hand  there  is  no  par- 
ticular harm  if  such  pumping  is  done  on  an  al- 
most continuous  basis.  The  occupants  of  the 
shelter  can  tolerate  carbon  dioxide  levels  be- 
tween 0%  and  3%  with  no  ill  effects. 

Combined  Oxygen  Supply 
Carbon  Dioxide  Absorbing  Systems 

There  are  at  least  two  materials  which  will 
provide  oxygen  in  substantial  amounts  and  at  the 
same  time  absorb  carbon  dioxide.  These  mater- 
ials are  sodium  superoxide  and  potassium  tetrox- 
ide.  It  has  been  reported  that  one  pound  of  so- 
dium superoxide  will  liberate  3.9  cubic  feet  of 
oxygen  and  absorb  approximately  2.9  cubic  feet 
of  carbon  dioxide.  Thus  approximately  0.3 
pounds  of  sodium  superoxide  would  provide  the 
oxygen  needed  and  absorb  the  carbon  dioxide 
liberated  by  one  man  in  one  hour.  Potassium 
tetroxide  is  slightly  less  efficient.  One  pound 
of  it  will  liberate  approximately  3.3  cubic  feet 
of  oxygen  and  absorb  approximately  2.3  cubic 
feet  of  carbon  dioxide.  About  0.4  pounds  of 
potassium  tetroxide  would  be  needed  to  supply 
the  oxygen  and  absorb  the  carbon  dioxide  liber- 
ated by  one  person  for  one  hour.  Thus  if  these 
chemicals  could  be  used  in  the  shelter  it  would 
require  about  4 pounds  of  sodium  superoxide  or 
5 pounds  of  potassium  tetroxide  for  each  life 
to  be  saved  during  the  firestorm. 

At  this  time  I know  of  only  one  commercial 
source  of  a complete  unit  (Table  1).  This  unit 
contains  the  appropriate  chemicals  in  a com- 
pletely sealed  canister  which  only  need  be  at- 
tached to  a hand-operated  blower  to  provide  the 
oxygen  and  absorb  the  carbondioxide  for  a fam- 
ily of  five  in  a shelter  during  the  probable  dura- 
tion of  a firestorm  (Figure  2).  Unfortunately 
the  price  of  this  device  ($150)  is  still  quite  high. 
However,  it  is  possible  that  an  increased  demand 
for  the  item  will  result  in  lower  prices. 

Prevention  of  Burns 

The  burns  which  will  be  produced  after  a 
thermonuclear  attack  will  involve  a phenomenon 
which  has  not  been  commonly  encountered. 
Most  of  the  time  when  people  are  severely 
burned  in  peacetime  the  cause  has  been  either 
direct  heat  application  by  means  of  boiling  water, 
etc.,  or  by  flames.  Following  a thermonuclear 
attack,  however,  there  will  be  a large  number  of 
burns  because  of  direct  radiation  from  the  fire- 
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Figure  2 


ball.  These  bums  can  in  theory  be  caused  as 
far  as  twenty  miles  from  the  center  of  detonation 
of  a twenty  megaton  bomb.  However  there  are 
certain  limitations  to  the  radiant  energy  from 
the  thermonuclear  weapon.  In  effect,  anything 
which  will  stop  light  will  stop  the  thermal  radia- 
tion from  the  fireball  almost  completely.  This 
includes  clothing,  particularly  white  clothing. 
Several  layers  of  clothing  will  give  almost  com- 
plete protection  from  the  flash  burn.  Thus,  in 
a surprise  attack  people  in  the  United  States 
would  be  burned  only  on  exposed  areas  of  skin. 
In  most  cases  these  burns  will  be  on  one  side 
only  (unless  a reflecting  surface  is  nearby)  and 
such  burns  will  probably  not  be  lethal  in  most 
cases.  The  degree  of  heat  radiation  needed  to 
produce  a burn  on  human  skin  is  less  than  the 
degree  needed  to  make  most  clothing  flame. 
Therefore  clothing  is  always  a protective  feature 
unless,  of  course,  it  happens  to  be  made  of  some 
extremely  inflammable  material.  In  the  event 
that  a person  is  near  enough  to  the  fireball  so 
that  his  clothing  catches  fire  from  the  heat  radi- 
ation, it  will  be  possible  to  roll  over  on  the 
ground  and  put  out  the  fire  quickly  before  any 
great  degree  of  damage  is  done. 

Any  structure  which  is  between  the  person 
and  the  fireball  will  effectively  prevent  heat 
radiation  burns.  This  includes  buildings,  trees, 
etc.  Thus  skin  burns  will  be  a much  greater 
problem  in  the  open  rural  and  suburban  areas 
than  in  cities  with  large  tall  buildings.  The 
probability  is  that  in  such  cities  as  New  York, 
burns  from  direct  fireball  radiation  would  be  a 
relatively  minor  problem  because  of  the  shading 
effect  of  all  the  large  buildings. 

The  only  group  in  the  nation  subjected  to  a 
greater  than  average  risk  from  these  flash  burns 


are  children.  In  warm  weather,  there  is  a ten- 
dency to  leave  a substantially  larger  part  of  the 
child’s  body  uncovered  than  is  the  case  with 
adults.  For  example  small  boys  wear  short  pants 
rather  than  slacks  and  small  girl’s  dresses  tend 
to  be  rather  short.  A relatively  simple  way  of 
guarding  against  severe  or  fatal  burns  in  chil- 
dren who  may  be  outdoors  when  an  attack  oc- 
curs is  to  dress  them  so  that  a minimum  amount 
of  skin  surface  is  exposed.  This  can  be  done 
without  any  great  degree  of  modifications  of 
normal  procedures.  Instead  of  dressing  young 
boys  in  short  pants  let  them  be  clothed  in  blue 
jeans,  cowboy  pants,  slacks,  etc.  Instead  of  short 
sleeve  shirts,  let  them  wear  long  sleeve  shirts. 
For  little  girls  let  slacks  and  similar  clothing  be 
substituted  for  short  dresses  for  outside  play  and 
let  them,  too,  wear  long  sleeve  upper  garments. 
A general  precaution  which  would  apply  to 
peace  as  well  as  possible  wartime  situations  is 
that  clothing  for  children  and  adults  should  be 
as  fire  resistant  as  possible. 

There  may  be  some  situations  in  which  per- 
sons have  to  go  outside  at  a time  when  a ther- 
monuclear attack  appears  imminent.  These  peo- 
ple can  protect  themselves  from  flash  burns  by 
wearing  clothing  which  will  cover  virtually  all  of 
the  exposed  skin. 

Prevention  of  Blindness 

As  pointed  out  above  there  is  a danger  of 
being  blinded  from  the  flash  of  a thermonuclear 
weapon  at  a distance  as  great  as  20  or  25  miles 
from  the  point  of  detonation  (assuming  a 20 
megaton  bomb).  This  risk  applies  only  to  those 
who  are  looking  exactly  at  the  area  where  the 
fireball  is  going  to  appear.  Although  this  may 
be  a very  small  proportion  of  the  number  of 
people  in  this  20  or  25  mile  radius  circle,  there 
will  be  so  many  people  in  this  area  that  even 
the  small  proportion  could  involve  a large  num- 
ber who  might  become  blind.  Accordingly  pre- 
cautionary measures  are  quite  worthwhile  and 
may  save  many  thousands  from  permanent 
blindness. 

A general  precautionary  measure  is  the  wear- 
ing of  hats  and  caps  with  rather  long  brim- 
ten  gallon  hat  for  example  would  probahh, 
some  degree  of  protection  against  blindness  in 
a surprise  attack  situation. 

If  there  is  reason  to  believe  that  an  attack  is 
imminent  and  if  one  must  go  outdoors  or  must 
drive  to  reach  home  or  shelter  area,  another 
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maneuver  may  be  used  to  prevent  complete 
blindness  if  an  attack  takes  place.  Let  one  eye 
be  covered  completely  while  the  other  eye  is 
used  to  see  or  to  drive.  This  can  be  done  by 
putting  a hand  in  front  of  one  eye,  or  by  taping 
or  tying  a handkerchief  in  front  of  the  eye.  Peo- 
ple with  eye  glasses  can  tape  an  opaque  material 
in  front  of  one  of  the  lenses.  If  this  precaution 
is  taken,  the  worst  that  could  happen  in  terms  of 
loss  of  vision  would  be  the  loss  of  sight  in  one 
eye.  After  the  fireball  has  gone  (a  matter  of  a 
few  minutes)  the  good  eye  may  be  used  to  pro- 
ceed to  the  shelter.  A person  with  one  eye  can 
function  readily  with  almost  100%  effectiveness. 
A person  who  has  lost  his  sight  is  both  eyes 
cannot. 

The  precaution  of  protecting  one  eye  applies 
when  an  attack  is  known  to  be  imminent.  The 
question  may  be  raised  as  to  what  may  be  done 
in  a surprise  attack  when  no  warning  is  given. 
It  appears  now  as  if  a complete  surprise  attack  is 
unlikely  since  the  government  has  been  develop- 
ing methods  of  warning  which  will  give  at  least 
five  to  ten  minutes  of  advance  notice  of  an  im- 
pending attack.  Plowever,  there  does  remain  the 
possibility  that  an  enemy  might  evade  our  de- 
tection apparatus  and  actually  succeed  with  a 
multiple  surprise  attack.  It  will  be  helpful  to 
keep  certain  points  in  mind.  If  an  attack  with 
a large  number  of  thermonuclear  weapons  is 
launched  upon  us,  there  will  be  an  appreciable 
time  difference  between  the  detonation  of  each 
bomb.  They  cannot  be  launched  in  such  a way 
as  to  explode  simultaneously  in  states  as  far 
apart  as  Florida,  Oregon,  Maine,  Texas,  etc.  It 
might  be  possible  for  an  enemy  to  coordinate 
launchings  so  that  all  weapons  will  detonate 
within  a one  minute  period  although  even  this 
appears  most  unlikely.  However,  there  is  no  con- 
ceivable likelihood  that  all  such  weapons  would 
detonate  within  a one  minute  period.  Accord- 
ingly, the  flash  of  a distant  weapon  may  be  con- 
sidered as  warning  that  another  may  detonate 
much  nearer.  The  light  from  the  flash  of  a 
weapon  200  miles  away  would  be  extremely 
bright,  so  that  there  is  no  chance  for  mistaking 
it  for  anything  else  in  human  experiences.  The 
light  would  take  a very  small  fraction  of  a sec- 
ond to  reach  the  observer.  It  may  be  considered 
a warning  of  an  impending  detonation  of  another 
bomb  nearby.  Therefore,  persons  who  are  not 
driving  vehicles  should  close  both  eyes  and  put 


hands  over  them.  If  possible,  it  would  also  be 
a good  idea  to  fall  flat  on  the  ground.  Drivers 
of  vehicles  should  protect  themselves  by  clos- 
ing one  eye  and  if  possible  putting  a hand  over  it 
while  they  slow  down  and  look  for  a safe  place 
to  stop.  Obviously  this  precaution  would  not 
protect  those  who  are  near  the  first  weapon 
detonated.  It  will,  however,  protect  most  other 
people  and  is  therefore  another  device  to  lessen 
the  danger  of  complete  blindness  from  a ther- 
monuclear weapon. 

Questions  have  been  raised  about  the  suit- 
ability of  sunglasses  and  similar  devices  for  pro- 
tection against  blindness  resulting  from  a ther- 
monuclear detonation.  The  ordinary  sunglasses 
which  are  available  commercially  do  not  afford 
a great  deal  of  protection.  Scientists  who  have 
worked  with  these  bombs  use  much  more  ef- 
fective sunglasses.  These,  however,  are  so  ef- 
fective in  keeping  light  out  that  they  cannot  be 
used  to  move  around  during  daylight.  At  the 
present  time  there  does  not  appear  to  be  any 
useful  type  of  sunglass  which  would  prevent  this 
sort  of  blindness. 

Prevention  of  Fires,  Firestorms  & 
Other  Thermal  Effects 

To  a large  extent,  fires  and  firestorms  can  be 
prevented  by  relatively  simple  methods  at  mod- 
est cost.  However,  the  preventive  measures 
needed  would  have  to  be  taken  primarily  by  the 
government. 

We  must  distinguish  between  the  two  major 
ways  in  which  fires  may  start  as  a result  of  a 
thermonuclear  detonation.  One  way  is  through 
blast  destruction  of  buildings,  so  that  gas  lines 
are  severed  and  burning  gas  ignites  other  com- 
bustibles. Fires  and  firestorms  originating  in 
this  way  would  be  confined  to  the  area  of  blast 
damage  of  a ground  or  low  level  detonation. 
In  the  case  of  a 20  megaton  bomb,  a radius  of 
about  10  miles,  or  area  of  314  square  miles  could 
be  effected,  if  the  concentration  of  combustible 
materials  in  that  area  were  high  enough.  Pre- 
vention of  this  type  of  fire  would  be  a rather  dif- 
ficult matter,  involving  major  changes  in  con- 
struction of  buildings.  Such  prevention  could 
be  part  of  a long  range  development  plan,  but 
is  probably  not  feasible  on  a short-term  basis. 
Fortunately,  firestorms  in  the  blast  damage  area 
are  not  likely  to  spread  to  other  areas  because 
the  winds  blow  from  the  periphery  to  the  center 
of  a firestorm. 
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The  other  way  in  which  fires  can  start  follow- 
ing a thermonuclear  attack  is  through  ignition 
of  combustible  materials  on  the  exterior  of  build- 
ings, or  in  dry  vegetation  by  the  rays  of  radiant 
heat  emanating  from  the  fireball  as  described 
earlier.  The  range  over  which  this  radiant  heat 
can  start  fires  is  much  greater  than  the  area  of 
blast  damage,  and  there  has  been  a great  deal 
of  concern  expressed  about  these  incendiary  ef- 
fects. In  the  case  of  a 20  megaton  ground  burst, 
fires  would  be  started  over  a 20  mile  range, 
so  that  an  area  of  about  1,200  square  miles  would 
be  affected,  in  the  absence  of  protective  mea- 
sures. If  the  20  megaton  bomb  were  detonated 
about  15  miles  above  the  earth’s  surface,  the 
area  of  ignition  might  be  even  greater.  The 
Russian  threats  about  100  megaton  bombs  have 
led  some  people  to  state  that  a single  100  mega- 
ton bomb  detonating  high  overhead  would  pro- 
duce a firestorm  over  an  area  the  size  of  Ver- 
mont. This  is,  of  course,  a marked  exaggera- 
tion, since  any  firestorms  would  be  much  more 
limited  in  area  for  reasons  which  are  discussed 
above.  However,  in  the  absence  of  preventive 
measures,  a stratospheric  burst  of  a 100  mega- 
ton bomb  might  cause  multiple  fires  over  an 
area  of  about  3,600  square  miles.  There  are, 
however,  preventive  measures  which  could  re- 
duce substantially,  and  perhaps  even  eliminate 
this  particular  incendiary  effect.  These  preven- 
tive measures  are  based  on  the  characteristics 
of  radiant  heat,  and  would  have  to  be  activated 
during  the  10  to  15  period  between  a radar  warn- 
ing of  enemy  missiles  on  the  way,  and  the  actual 
detonation. 

Radiant  heat  is  similar  to  light  in  many  of  its 
physical  characteristics,  including  its  speed  of 
travel.  It  penetrates  most  materials  which  light 
penetrates  (for  example— glass)  and  is  blocked 
by  materials  which  block  the  passage  of  light 
rays.  If  the  material  blocking  the  passage  of 
the  radiant  heat  is  combustible  (wood),  the  ob- 
sorbed  energy  will  raise  the  temperature  high 
enough  for  a fire  to  start.  However,  if  the 
blocking  material  is  not  combustible,  the  radi- 
ant heat  will  not  cause  fires. 

Ordinary  clouds  can  block  most  of  the  radiant 
energy  coming  from  a thermonuclear  fireball. 
Complete  blockage  is  not  necessary.  If  80%  of 
the  radiant  energy  were  blocked  by  a cloud,  the 
remainder  could  raise  the  temperature  of  most 
combustible  materials  to  some  extent,  but  not 


enough  to  cause  ignition,  except  in  areas  quite 
close  to  the  fireball.  In  effect,  a cloud  could 
cancel  out  completely  the  incendiary  effects  of 
high-altitude  bursts,  since  there  would  be  no 
combustible  materials  within  5 miles  of  the  fire- 
ball. In  the  case  of  ground  bursts,  a barrier 
near  the  ground  equivalent  to  a cloud  could  pre- 
vent ignitions  outside  the  zone  of  blast  damage. 

To  some  extent,  cloud  cover  will  be  available 
to  reduce  the  incendiary  effects  of  high  altitude 
bursts,  since  about  40%  of  the  United  States  is 
covered  by  clouds  at  any  given  moment.  This 
protection  could  readily  be  improved  by  the  use 
of  appropriate  types  of  smoke  screens. 

Smoke  of  any  sort  will  provide  excellent  pro- 
tection against  incendiary  effects  of  radiant  heat 
from  the  fireball.  A rough  rule  of  thumb  would 
be  that  any  smoke  (or  cloud)  which  is  able  to 
obscure  the  sun  would  also  be  able  to  prevent 
ignition  of  virtually  all  combustibles  outside  the 
zone  of  blast  damage  (where  fires  would  start 
from  other  causes  anyway).  In  principle,  it 
would  be  practical  to  produce  a smoke  screen 
during  the  10  to  15  minute  grace  period,  which 
would  protect  from  radiant  heat  all  urban  and 
suburban  areas,  and  some  rural  areas.  To  ac- 
complish this,  a system  of  smoke  generators  or 
effusers  would  be  needed,  on  the  roofs  of  appro- 
priate buildings,  tied  in  to  the  emergency  alarm 
system.  Then,  if  an  alarm  is  sent  that  enemy 
missiles  are  on  the  way,  the  smoke  generators 
and  effusers  would  automatically  release  smoke 
with  a specific  gravity  designed  to  keep  most 
of  it  hovering  just  over  roof  height.  If  enough 
equipment  of  this  sort  were  available,  winds 
would  make  little  difference,  since  the  wind 
blowing  smoke  away  from  one  area  would  also 
be  bringing  smoke  in  from  another  area. 

The  U.  S.  Armed  Forces  have  already  de- 
veloped highly  efficient,  non-toxic  smokes  which 
were  used  to  screen  and  protect  our  troops  in 
combat,  without  the  need  for  gas  masks.  Such 
smokes  can  readily  be  adopted  to  civil  defense 
purposes.  Naturally,  there  will  be  some  technical 
problems  to  be  solved,  such  as  the  choice  of  the 
most  effective  specific  gravity,  the  effects  oi 
temperature  changes,  and  the  optimum  height  of 
release  of  the  bombs.  Ideally,  the  smoke  should 
hover  at  rooftop  level  or  above,  so  that  ground 
level  visibility  is  adequate.  However,  these 
appear  to  be  well  within  the  capability  of  Amer- 
ican technical  personnel. 
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The  costs  of  such  a program  would  probably 
be  quite  reasonable.  The  smoke  would  be  re- 
leased only  when  enemy  missiles  had  already 
been  launched,  identified  by  our  radar,  and 
found  to  be  aimed  in  our  direction.  A rough 
estimate  can  be  given  of  the  probable  cost  of 
protecting  cities  and  suburban  areas  from  fire 
by  this  means,  based  on  the  cost  of  smoke  gen- 
erators and  effusers  for  military  use.  Assuming 
that  reasonable  economies  are  practiced  in  de- 
signing and  purchasing  the  materials,  and  that 
reasonable  good  sense  is  used  in  emplacing  them, 
it  should  be  possible  to  provide  this  protection 
for  $350  million,  exclusive  of  the  cost  of  the 
warning  system. 

A protective  system  of  this  type  should  be  de- 
signed not  only  against  a single  massive  strike 
on  the  United  States,  but  also  against  a series 
of  2 or  3 strikes.  With  an  adequate  electronic 
warning  system,  this  is  quite  feasible. 

A protective  system  of  this  type  for  urban  and 
suburban  areas  can  be  supplemented  by  simi- 


lar devices  for  rural  areas.  Each  farmer  could 
be  allocated  a number  of  smoke  effusers  for 
screening  of  his  house  and  barn.  Drifting  smoke 
from  these  effusers  would  also  help  reduce 
greatly  the  incendiary  effects  on  crops. 

Municipalities  which  are  subject  to  a greater 
than  average  risk  because  of  nearby  missile  sites 
might  wish  to  supplement  the  federal  smoke 
effusers  with  some  of  their  own. 

In  addition  to  preventing  firestorms,  a sys- 
tem of  smoke  screens  would  prevent  most  cases 
of  burns  and  blindness  which  might  otherwise 
occur  in  a thermonuclear  war.  The  total  cost  of 
this  aspect  of  an  adequate  civil  defense  program 
would  probably  be  quite  reasonable. 
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YES,  ONLY  FIVE  ISSUES  TO  GO  BEFORE  WE  CAN  COMPLETE  OUR 
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IF  YOU  HAVE  ANY  OF  THESE  FIVE  OLD  ISSUES  AND  WOULD  LIKE 
TO  CONTRIBUTE  THEM  SO  THAT  WE  CAN  COMPLETE  OUR  "PAST 
ISSUE"  FILE,  PLEASE  CONTACT  THE  MANAGING  EDITOR  AT  BOX 
128,  SCOTTSDALE,  ARIZONA  OR  CALL  946-3428  TO  ARRANGE  FOR 
THEM  TO  BE  PICKED  UP. 
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supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


ited  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
turesque  Camelback  Mountain,  the  hospital  is  dedicated 
lusively  to  the  treatment  of  psychiatric  and  psychosomatic 
orders,  including  alcoholism. 


WED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
DSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


LOMOTIL  Pharmacologic  Activity 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  on  the  intestinal  musculature  to 
inhibit  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
least  six  hours. 

Comparative  studies  in  the  rat  show 
Lomotil  to  be  more  effective  in  inhibit- 
ing fecal  excretion  than  either  codeine 
or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets  • liquid 
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slows  propulsion 


relieves  distress 


stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness  and 
insomnia. 

Dosage:  For  full  therapeutic  effect— Rx 
full  therapeutic  dosage.  The  recommended 
initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months— 3 mg.  (V2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (V2  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 

Adults: 

20  mg.  (2  tsp.  5 times  daily  or 
2 tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B]  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B 1 2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 
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Dr.  James  E.  O'Hare's  inaugural  address 
before  the  Firsf  Session  of  the  House  of 
Delegates  of  The  Arizona  Medical  Associa- 
tion, April  28,  1965  — Tucson,  Arizona. 

Doctor  Brewer, 
members  and  guests 
of  The  Arizona  Med- 
ical Association.  The 
magnitude  of  the 
high  honor  you  have 
afforded  me  is  re- 
flected in  the  charac- 
ter, devotion,  and 
ability  of  those  men 
who  have  previously 
held  the  office  of 
President  of  this  As- 
sociation. Many  are 
my  close  personal 
friends,  and  I am 
grateful  for  having  been  placed  in  their  dis- 

tinguished company. 

The  increasing  demands  upon  the  time  of  the 
President  of  The  Arizona  Medical  Association 
pose,  as  has  been  mentioned,  a serious  problem 
which,  in  my  case,  I hope  will  be  solved  and 
I think  has  been  solved  by  the  generosity  of  my 
two  professional  associates.  They  and  their  fam- 
ilies are  making  a real  sacrifice  of  their  own 
precious  available  time  that  I might  have  the 
time  to  serve  you  better. 

Farsighted  leaders  of  our  Association  have 
set  up  a convenient  central  office  in  Scottsdale, 
an  attractive  Journal,  and  have  made  our  finan- 
cial position  solvent.  Their  greatest  achievement, 
however,  has  been  the  recruitment  of  a team  of 
fine  executives,  our  permanent  secretariat,  which 
is  unmatched  by  any  other  state  medical  asso- 
ciation in  the  country.  These  members  are  Mr. 
Robert  Carpenter,  our  Executive  Secretary;  Mr. 
Paul  Boykin,  presently  on  leave  from  The  Ari- 
zona Medical  Association  and  serving  as  Execu- 
tive Secretary  of  the  Arizona  Board  of  Medical 
Examiners;  and  Mr.  Bruce  Robinson,  our  Assist- 
ant Executive  Secretary. 

At  this  time,  both  personally  and  in  the  name 
of  the  Association,  I would  like  to  thank  all 
three  of  them  for  the  fine  job  they  are  doing  in 
our  behalf,  and  to  express  the  hope  that  they 
will  remain  well  and  happy  in  their  continuing 
relationship  with  their  and  our  Arizona  Medical 
Association. 


I think  today  we  are  going  to  demonstrate  one 
thing  if  we  don’t  demonstrate  anything  else,  and 
that  is  that  the  American  Medical  Association 
and  its  components  are  really  a democracy.  Doc- 
tor Hall  and  I are  both  surgeons.  I don’t  know 
whether  he’s  a transplanted  Westerner,  but  we’re 
both  Westerners  and,  in  his  words,  we  both  love 
a Donnybrook.  So  here  goes. 

The  system  of  medicine  which  we  practice 
in  the  United  States  in  1965  involves  the  philo- 
sophical, technical,  and  economic  aspects  inher- 
ited in  a meandering  fashion  from  the  Greek 
Island  clinicians  of  2500  years  ago.  These  three 
aspects  are  interdependent,  and  lack  of  change 
in  the  first  together  with  marked  change  in  the 
second  has  created  an  unstable  situation  in  the 
economy  and  logistics  of  medicine.  Our  present 
dilemma  is  how  to  modify  the  present  economic 
aspects  of  medicine  to  allow  everyone  to  benefit 
from  the  widespread  technical  advances  in  diag- 
nosis, prevention,  and  treatment  of  disease,  and 
to  do  this  within  a framework  that  will  preserve 
personal,  responsible  care  for  the  patient  and 
allow  him  to  choose  his  own  doctor,  and  that 
will  maintain  the  professional  freedom  and  integ- 
rity of  the  physician. 

The  first  aspect  of  our  system  of  medicine, 
that  of  its  philosophical  principles,  has  come  to 
us  essentially  unchanged  from  the  time  of  Hippo- 
crates, tempered  a little  by  a Christian  emphasis 
upon  charity  and  expanded,  detailed  and  codi- 
fied in  our  system  of  ethics  and  in  our  State 
“Medical  Practice  Act.”  These  have  worked 
well  and  largely  because  the  ethical  standards 
required  of  a doctor  by  a medical  society  or  a 
hospital  staff  are  higher  than  the  law  requires, 
and  most  doctors  personally  have  still  higher 
standards  than  those  required  by  societies  or 
by  hospital  staffs. 

Truly  he  who  assumes  responsibility  for  life, 
limb,  sight,  and  sanity  assumes  much.  Today 
after  proper  qualification,  the  State  grants  the 
physician  an  unlimited  license  but  demands 
unlimited  personal  responsibility  which  must 
only  be  shared  with  another  so  qualified  and  so 
licensed.  The  big  evil  of  the  “corporate  practice 
of  medicine”  consists  in  the  limitation  of  per- 
sonal responsibility,  and  it  is  just  this  limitation 
which  is  the  raison  d’etre  of  corporations.  And 
this  is  why  even  so  beneficient  a corporation  as 
a hospital  or  a medical  school  has  no  right  to 
practice  medicine  in  its  own  name. 
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And  the  physician,  a man  who  diagnoses  and 
treats  sick  human  beings,  is  no  mere  scientist 
whose  goal  is  the  acquisition  of  classified  know- 
ledge and  whose  motive  is  the  satisfaction  of 
his  own  intellectual  curiosity.  The  physician’s 
discipline  is  a practical  and  a moral  one:  the 
good  of  his  patient,  the  healing  of  disease,  the 
relief  of  pain;  he  must  dispel  doubt,  soften  fear, 
inspire  hope  and  confidence,  lessen  ignorance 
and  give  good  counsel.  These  are  his  goals,  and 
his  motive  is  compassion  for  human  kind. 

The  contractural  relationship  between  physi- 
cian and  patient  is  a momentous  one  in  which 
the  patient  places  his  life,  health,  and  reputation 
in  the  physician’s  hands.  For  all  this  there  is 
seldom  any  formal  agreement  stated,  much  less 
written;  but  it  is  an  agreement  freely  entered 
into.  As  a result  of  this  relationship,  the  patient’s 
disease  is  treated;  the  physician  earns  a living. 
These  are  the  direct  and  obviously  important 
results.  They  could  occur  in  any  closed,  govern- 
mental, or  non-free  system  and  do  every  day, 
both  in  the  United  States  but  more  commonly 
elsewhere.  The  less  the  free  choice  on  either 
side,  however,  the  less  likely  that  the  treatment 
of  the  living  will  be  satisfactory. 

The  indirect  benefit  to  the  physician  is  the 
development  of  his  character  and  his  personality 
which  derives  almost  automatically  from  the 
proper  practice  of  his  art.  The  daily  exercise  of 
difficult  decision,  the  self-discipline  necessary 
for  attention  to  the  ceaseless  demands  of  others, 
cannot  help  but  make  a man  larger  and  better. 
This  indirect  benefit  of  a free  contract  is  what 
makes  work  a joy  and  its  absence  makes  it  a 
drudge.  A civil  servant  may  develop  the  highest 
aspirations  only  outside  his  work. 

Once  either  physician  or  patient  has  become 
used  to  the  private  free  practice  of  medicine,  he 
carries  his  old  attitudes  into  new  settings  and 
becomes  a source  of  difficulty  to  administrators 
of  closed  systems.  Unfortunately,  today  we  have 
some  patients  and  some  doctors  who  have  no 
experience  at  all  with  the  free  private  system. 

Specifically  the  ethical  standards  — private 
doctors’  ethical  standards  — require  many  “do’s” 
and  many  “don’ts”  in  behalf  of  his  patients. 

He  must  have  good  morals  and  appear  to 
have  them,  but  he  must  not  judge  a patient’s 
morals,  or  appear  to  judge  them. 

He  must  provide  drugs  for  pain  but  protect 
patients  from  addiction. 


He  must  not  abandon  patients  although  they 
may  abandon  him. 

He  must  boldly  prescribe  powerful  drugs  but 
protect  his  patient  from  adverse  reactions. 

He  must  maintain  secrecy  about  details  of 
patients’  illnesses  although  they  proclaim  them 
widely  and  erroneously. 

He  must  live  and  work  in  competition  with 
colleagues  but  never  downgrade  them. 

He  must  have  sympathy  for  the  desperate  but 
provide  no  drugs  for  abortion  or  suicide. 

He  must  teach  but  his  teaching  activities  must 
never  endanger  nor  given  pain  to  his  patient. 

He  must  enlarge  knowledge  but  this  must  not 
be  as  a result  of  direct  experiments  upon  patients. 

All  in  all  his  principles  may  be  summed  up 
thus:  The  true  physician  must  have  compassion 
for  all  mankind  but  especially  for  the  sick  and 
the  poor.  And  this  compassion  may  well  be  the 
price  of  our  professional  freedom.  If  we  do  not 
use  our  freedom  in  an  active  compassion  for 
the  sick  and  the  poor,  they  may  be  the  very 
ones  who  will  take  our  freedom  from  us. 

In  summary,  as  to  the  first  aspect  of  medicine, 
in  the  United  States  in  1985  the  ancient  idea 
of  a free,  responsible,  qualified  physician  deliv- 
ering personal  service  directly  to  the  patient 
who  chose  him,  has  been  little  modified,  and  has 
been  accepted  widely  both  socially  and  legally. 
Similarly  the  ancient  ethical  priniciples  and 
obligations  of  the  physician  have  found  modern 
acceptance.  Only  in  the  case  of  the  treatment  of 
the  poor  or  of  special  groups  of  diseases  has 
there  been  a partial  abrogation  of  the  classical 
pattern  of  freedom.  Organized  medicine  has 
with  considerable  reservation  accepted  even 
these  partial  interferences  with  freedom  of 
choice.  In  general,  the  AMA  has  vigorously 
supported  the  free  choice  of  doctor  by  the  pa- 
tient, and  the  doctor’s  freedom  from  any  control 
but  that  of  his  conscience,  the  judgment  of  his 
organized  colleagues,  and  the  judicial  arm  of 
the  State. 

As  to  the  second  aspect  of  medicine,  that  relat- 
ing to  the  techniques  involved  in  the  prevention, 
diagnosis,  and  treatment  of  disease,  the  medical 
journals  and  the  popular  magazines  are  con- 
stantly filled  with  reports  of  new  and  wondrous 
successes.  The  foundation  for  all  of  this  was 
laid  down  2500  years  ago  in  a rational  theory  of 
the  causation  of  disease,  namely  a disorder  of 
structure  or  function.  Exact  observation  meant 
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tetter  diagnosis.  The  human  organism  had 
within  it  some  powers  of  restoring  itself  to 
health.  Medicines  had  bad  as  well  as  good 
effects.  Five  hundred  years  later,  the  activists 
added  to  this  a new  philosophy  of  healing:  that 
in  serious  illnesses  it  is  important  to  do  some- 
thing to  favorably  influence  the  patient’s  course; 
and  that  modalities  of  treatment  other  than  the 
administration  of  medicines  should  be  tried.  By 
implication,  somewhere  in  the  world  of  nature 
there  was  a remedy  for  every  disease,  and  if 
applied  early  enough  and  vigorously  enough, 
cure  should  be  possible.  The  only  test  was, 
“did  it  work?”  Although  it  took  many  centuries, 
this  pragmatic  and  optimistic  philosophy  was  to 
sweep  all  others  before  it.  The  name  medicine 
remained,  the  therapeutic  modalities  have  be- 
come unlimited,  the  system  universal.  Unabashed 
borrowing  from  competitors  resulted;  digitalis 
from  a village  herbalist,  hallucinogens  from  In- 
dian medicine  men,  muscle  relaxants  from  South 
American  aborigines,  anesthetics  from  dentists, 
blood  thinners  from  veterinarians,  ionizing  radia- 
tion, cryotherapy,  echograms  from  physicists, 
pumps,  valves,  electrical  pacemakers  from  engi- 
ineers,  much  of  everything  from  chemists,  sur- 
gical skills  from  professional  soldiers,  barbers, 
and  anyone  who  had  a mechanical  idea,  and  the 
divination  of  dreams  from  a physician  from 
Vienna.  Preventive  immunizations  became  com- 
monplace. Diagnostic  procedures  of  almost 
frightening  complexity  either  preceded  or  were 
made  necessary  by  therapeutic  advances.  Health 
improved  and  life  expectancy  was  greatly  pro- 
longed. This  aspect  of  the  system  worked.  And 
all  this  is  but  a pale  imitation  of  what  is  to  come. 
The  technical  side  of  medicine  has  undergone 
change  at  a logarithmic  rate.  It  has  achieved 
much  success  and  promises  more.  Public  accept- 
ance is  almost  complete.  Individual  physicians 
have  been  active  and  enthusiastic  in  the  devel- 
opment and  wide  application  of  the  new  ad- 
vances. The  American  Medical  Association  has 
quietly  but  effectively  worked  to  develop  and 
publicize  new  and  effective  and  safe  therapeutic 
agents.  Its  record  in  this  field  is  A-l. 

The  third  aspect  of  medical  practice,  the 
economic,  has  with  two  exceptions  changed 
relatively  little.  In  600  B.C.  in  a medium-sized 
town  in  Greece,  the  physician  came  to  the  sick 
man’s  house,  examined  him,  prescribed  a medi- 
cine, and  collected  his  fee  and  departed.  The 


medicine  cost  little;  the  nursing  was  done  by 
the  family  at  home.  In  the  year  1900  in  the 
United  States  in  a medium-sized  town  in  Kansas 
the  situation  was  little  different.  In  both  instanc- 
es this  was  the  classic  “fee  for  service”  arrange- 
ment. The  physician’s  fee  made  up  the  major 
portion  of  the  out-of-pocket  cost  of  the  illness. 
If  the  family  were  poor,  this  provided  no  great 
difficulty;  the  fee  was  reduced  accordingly  and 
so  was  the  most  of  the  medicine. 

One  change  took  place  in  larger  cities.  First 
under  the  auspices  of  religious  organizations, 
and  private  benefactors,  and  then  governments, 
hospitals  were  established  for  the  traveler,  the 
homeless,  and  the  poor.  These  were  institutions 
which  provided  room,  board,  and  nursing.  The 
cost  was  cheap,  and  when  later  on  they  accepted 
paying  patients  there  was  no  problem.  The 
doctor’s  fee  was  still  usually  the  major  cost  of 
an  illness,  and  this  was  reduced  or  waived  for 
the  poor. 

Fifty  years  ago  a marked  change  in  the  pat- 
tern of  medical  care  had  arrived,  and  twenty- 
five  years  ago,  a dramatic  change.  America  be- 
come urbanized,  referral  to  specialists  had  be- 
come commonplace,  the  technical  triumphs  of 
medicine  demanded  hospitalization  for  many 
costly  diagnostic  or  therapeutic  procedures. 

Today  many  sick  patients  go  to  the  hospital, 
and  the  doctors’  fees  make  up  only  a small  part 
of  treating  an  illness.  A doctor  cannot  waive  the 
cost  of  expensive  technicians,  monitors,  pros- 
theses,  and  so  forth,  and  even  if  he  forgot  his 
own  fee  he  could  not  treat  certain  patients 
until  he  got  them  into  a hospital. 

The  most  recent  definition  of  a medical  indi- 
gent is  someone  who  is  seriously  ill,  has  no 
hospitalization  insurance,  and  is  not  a million- 
aire. The  original  Blue  Cross-Blue  Shield  idea 
was  taken  up  by  commercial  carriers;  and  to- 
gether they  introduced  a new  and  revolutionary 
idea  into  medicine.  This  was  the  concept  of 
prepaid  medical  insurance,  which  protected  a 
substantial  group  against  unexpectedly  large 
costs  of  illness.  Of  course,  there  were  exclusions 
for  tuberculosis  and  mental  illness,  pre-existing 
diseases,  and  diagnostic  procedures.  The  poor 
still  had  to  rely  on  the  welfare  system;  the 
marginally  employed  groups  had  insurance  only 
if  the  employer  paid  the  cost  of  the  premiums. 

So  a second  change  occurred.  Government 
began  to  provide  care  in  a non-free  system  for 
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many  special  groups  with  special  problems  even 
though  they  were  not  strictly  speaking  welfare 
cases  or  medically  indigent.  These  programs 
included  in  addition  to  the  already  common 
state  hospitals  for  tuberculars  and  the  mentally 
ill,  programs  for  crippled  children,  vocational 
rehabilitation,  and  many  others. 

A logical  extension  of  this  seemed  to  be  a 
program  for  the  aged.  But  when  this  was  to  be 
put  on  a national  instead  of  a state  basis  and 
openly  included  wealthy  as  well  as  poor,  organ- 
ized medicine  decided  to  fight,  and  the  result 
has  been  the  continuing  fight  against  the  King- 
Anderson  type  legislation. 

Where  are  we  in  the  problems  involved  in 
the  economic  aspect  of  medicine  in  the  United 
States  in  1965?  Individual  doctors,  to  me,  seem 
to  be  confused,  apprehensive,  and  pessimistic. 
Almost  all  would  like  to  preserve  the  status  quo 
if  it  would  work;  most  fear  the  increasing  scope 
of  government  plans;  most  fear  that  the  Blue 
Cross-Blue  Shield  will  not  provide  the  answer 
alone;  almost  all  of  them  would  like  to  preserve 
their  professional  freedom  and  many  would 
make  great  sacrifices  to  do  it,  but  they  don’t 
know  how  and  they  are  fairly  certain  that  the 
present  AMA  program  doesn’t  fill  the  bill. 

Where  is  the  public  in  this  issue?  All  AMA’s 
polls  to  the  contrary,  it  seems  reasonable  that 
the  public  is  divided  about  the  same  way  the 
House  of  Representatives  divided  on  a recent 
vote,  about  two  to  one  against  us.  AMA  polls 
which  show  over  half  the  people  on  our  side 
are  pure  hogwash.  They  should  join  the  “Liter- 
ary Digest’’  poll  which  showed  that  All  Landon 
was  a sure  winner  in  1936. 

Lastly  let  us  consider  the  AMA’s  record  in 
regard  to  designing  an  economic  system  which 
will  enable  doctors  to  furnish  to  patients  the 
marvels  of  modern  medicine  in  a free  private 
system.  This  merits  serious  and  detailed  con- 
sideration since  we  as  individual  doctors  and, 
much  more,  as  a component  society  of  the 
American  Medical  Association  bear  some  respon- 
sibility for,  and  can  in  some  measure  influence, 
this  record. 

The  record  of  the  AMA  in  the  medical  ecnom- 
ic  field  is  either  none  at  all  or  incomparably 
bad,  depending  upon  how  you  look  at  it.  But 
one  thing  is  crystal  clear;  never  has  an  organiza- 
tion spent  so  much  money  and  got  so  little  for 
it.  We  have  had  twenty-five  years  of  a no-win 


policy  which  has  maneuvered  us  into  false 
positions  and  forced  us  to  fight  on  at  least 
emotionally  bad  ground. 

We  have  a system  of  medicine  today,  the 
technical  triumphs  of  which  are  magnificent, 
its  principles  of  personal  service  and  respon- 
sibility are  accepted  by  custom  and  by  law,  its 
practitioners  as  individuals  are  held  in  the 
greatest  esteem,  both  at  home  and  abroad.  Our 
system  of  private  care,  based  upon  the  indi- 
vidual doctor’s  office  and  the  private  voluntary 
hospital,  is  considered  the  most  desirable  in 
the  world.  And  yet  in  spite  of  this,  our  largest 
national  medical  organization,  the  American 
Medical  Association,  is  held  in  wide  public  dis- 
repute and  is,  after  twenty-five  years  of  battling, 
about  to  suffer  a resounding  political  defeat.  In 
short,  the  King-Anderson  Bill  will  soon  be  law. 
This  is  a very  bad  bill.  It  substitutes  directives 
for  individual  decision  for  all  the  elderly  rich 
and  poor  alike,  and  sets  the  pattern  for  loss  of 
professional  freedom,  which  will  surely  finish 
off  professional  excellence.  The  AMA  has  said 
all  these  things  honestly,  openly,  and  repeatedly, 
but  Congress  and  the  people  are  not  much 
impressed,  nor  do  I think  are  many  doctors. 

The  reason  for  the  loss  of  AMA  influence 
lies  in  its  continuing  evasion  of  the  real  issue. 
The  real  issue  is  this:  Do  we  support  a program 
which  will  bring  the  benefits  of  modern  medi- 
cine in  all  its  branches  to  all  the  people,  young 
and  old,  rich  and  poor,  as  efficiently  and  econom- 
ically as  possible,  while  retaining  freedom  and 
dignity  for  the  patient  and  freedom  and  ex- 
cellence for  the  profession.  If  we  don’t,  Congress 
will,  in  the  future,  enact  legislation  worse  than 
the  King-Anderson  Bill.  If  there  is  any  doubt 
in  your  minds,  read  this  great  big  book  that  has 
Doctor  DeBakey’s  name  on  it. 

Too  little  and  too  late!  These  are  sad  words 
in  war,  in  medicine,  or  in  politics.  For  twenty- 
five  years  the  AMA  has  been  paralyzed  into 
inactivity  in  regard  to  the  main  issue,  has  been 
fighting  the  wrong  battle,  erupting  every  two 
years  into  an  orgy  of  professional  paranoia, 
wasting  millions  of  dollars  and  even  more  prec- 
ious, millions  of  hours,  getting  farther  and  farth- 
er away  from  reality  while  the  main  problem 
every  year  becomes  more  acute. 

Can  this  be  changed.  Of  course,  it  can.  The 
AMA  is  our  organization  and  it  is  a democratic 
and  a representative  one.  Its  leaders  are  men 
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of  honor  and  ability.  Of  course,  some  of  them 
may  have  been  too  long  in  the  trenches  and 
some  are  fighting  the  wrong  war,  but  this  too 
can  be  changed. 

If  we  believe  in  private  practice,  then  we 
should  seek  to  extend  it  to  all  people  and  to 
every  phase  of  medicine.  There  is  nothing 
wrong  with  having  the  government  pay  for 
medical  care  if  we  can  get  the  controls  as  close 
to  home  as  possible  and  put  the  professional 
details  into  the  doctor’s  hands.  Medical  care  of 
the  poor  is  a health  problem  and  not  a welfare 
problem.  Biological  and  social  systems  can  stay 
balanced  under  continuous  tensions  only  for  so 
long.  Either  we  must  extend  the  system  of 
private  doctor  care  to  every  one,  or  little  by 
little  increasing  government  control  will  devour 
our  freedom. 

If  we  believe  that  the  technical  excellence  and 
freedom  of  choice  by  doctor  and  patient  are  two 
values  that  must  at  all  costs  be  preserved,  then 
a new  and  radically  different  approach  to  the 
economic  problem  of  health  care  is  long  over- 
due. A plan  is  hereby  offered  which  would  pro- 
vide complete  health  insurance  for  every  one, 
with  his  cost  varying  from  0 to  100%  depend- 
ing upon  the  insured’s  financial  position.  The 
details  follow:  There  are  eight  of  them. 

All  persons  on  welfare  rolls  and  all  medi- 
cally indigent  would  upon  application  to  a 
State  Department  of  Health  be  issued  a 
medical  and  hospitalization  policy  for  their 
family  unit. 

This  policy  would  have  no  restrictions  ex- 
cept the  medical  necessity  of  the  treatment 
and  hospitalization.  All  diseases  including 
mental  diseases,  tuberculosis,  and  so  forth, 
would  be  covered.  Drugs,  etc.,  would  be 
covered,  and  prescriptions  would  be  filled 
at  local  drug  stores,  prothesis  at  local  sup- 
ply houses. 

The  patient  would  have  free  choice  of 
physisian  and  free  choice  of  either  a private 
of  governmental  hospital. 

The  Federal  government  would  pay  90% 
of  the  program  on  a matching  basis,  exactly 
as  our  roads.  The  plan  would  be  adminis- 
tered by  the  states  with  either  Blue  Cross 
or  a commercial  insurance  company  as  fiscal 
agent. 

Fees  paid  would  approximate  the  median 
private  fees  in  the  state  where  the  service 


is  rendered. 

All  taxpayers  would  be  required  to  buy  a 
no-restriction  policy  for  essential  services  for 
themselves  and  claimed  dependents. 

Depending  upon  Federal  taxable  income 
and/or  net  worth,  no  credit,  part  credit,  or 
a refund  would  be  made.  Tax-paying  pa- 
tients in  addition  to  free  choice  of  hospital 
and  doctor,  would  have  a free  choice  of  in- 
surance company. 

Fastly,  all  mmigrants  and  visitors  to  the 
United  States  would  buy  or  have  bought  for 
them,  on  a pro-rated  basis,  health  policies  on 
a similarly  financed  basis. 

This  plan  in  general  outlines  what  we  in  Tuc- 
son refer  to  as  the  “Durbin  Plan”— its  author 
being  our  guest  of  this  morning,  Mr.  Bichard 
Durbin.  There  could  be  many  abuses.  It  might 
need  much  modification.  The  test  should  be: 
Will  it  work?  Will  it  allow  us  to  keep  our  prin- 
ciples of  freedom  and  personal  responsibility 
while  dispensing  a service  of  high  technical  ex- 
cellence to  everyone?  I think  it  will.  If  it  doesn’t, 
we  should  draw  up  another  plan. 

Many  gains  would  accrue  from  the  adoption 
of  this  or  a similar  plan: 

We  would  gain  the  support  and  sympathy  of 
a vast  group  of  Americans  who  either  never  or 
rarely  enjoyed  personal  medical  care. 

Mental  health  care  would  be  revolutionized 
over  night.  Overcrowded,  poorly  staffed,  thera- 
peutically inadequate  large  state  hospitals  would 
become  a thing  of  the  past. 

The  disgracefully  large  portion  of  county  hos- 
pitals which  couldn’t  stand  the  comparison  with 
community  hospitals  would  close.  Only  those  in 
good  physical  condition  and  affiliated  with 
medical  schools  would  probably  be  able  to  re- 
main open. 

Many  hospitals  which  treated  diseases  instead 
of  patients  would  be  forced  out  by  the  better 
care  and  better  atmosphere  in  a community  gen- 
eral hospital  which  established  wings  or  divis- 
ions for  the  patients  with  these  problems. 

With  every  one  paying  full  rates  and  collec- 
tions 100%,  hospitals  could  sharply  cut  day 
rates. 

With  increased  volume  and  100%  collection, 
doctors’  fees  could  also  be  cut. 

The  process  of  fragmentation  in  medicine 
woidd  be  reversed  by  the  development  of  true 
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general  hospitals,  well-equipped  and  well- 
staffed. 

In  closing,  I would  like  to  tell  you  a story 
about  a physician  of  antiquity;  a man,  who  in 
spite  of  many  faults  and  many  writings  which 
contain  a lot  of  nonsense,  nonetheless  had  many 
good  ideas  and  had  a vast  influence  largely  un- 
recognized upon  our  present  treatment,  princi- 
ples and  so  forth.  In  modern  Turkey  about 
twenty  miles  east  of  the  Sea  of  Marmora  there 
is  a city  named  Brus.  This  is  a city  of  dreams, 
filled  with  legend  and  history.  Hannibal,  the 
great  Carthaginian,  picked  its  site  at  the  foot  of 
the  Mysian  Mount  Olympus.  Here  fought  arm- 
ies of  Bithynians,  Romans,  Byzantines,  Otto- 
mans, Tartars,  Egyptians,  modern  Greeks  and 
Turks.  Here  is  buried  the  great  Sultan  Murad  I. 
Only  in  its  closeness  to  the  sea  and  to  potential 
invading  armies,  only  these  factors  kept  it  from 
being  the  capital  of  modern  Turkey. 

In  124  B.C.,  an  extraordinary  man,  an  Asiatic 
Greek,  later  konwn  as  Asclepiades  the  Bithyni- 
an  was  born  in  this  still  young  town  of  Brusa. 
By  the  time  he  was  born  the  Romans  had  won, 
Hannibal's  allies  were  gone.  This  man  migrated 


from  the  provincial  capital  of  Rome  itself.  At 
first  a rhetorican,  he  later  became  a most  suc- 
cessful physician,  lived  to  an  advanced  old  age, 
and  seemed  not  only  to  have  founded  a school 
of  medicine  but  also  the  first  medical  school.  He 
had  lively  battles  with  the  advocates  of  “ex- 
pectant treatment”  and  was  himself  a therapeu- 
tic activist.  He  called  the  “wait  and  see”  policy 
of  his  opponents  a “meditation  upon  death”  and 
urged  active  treatment  in  serious  cases  that  the 
cure  might  be  “seemly,  swift,  and  sure.” 

I would  like  to  borrow  the  words  of  Asclepi- 
ades. The  present  AMA  policy  toward  the  prob- 
lems of  medical  economics  in  1965  is  so  far  a 
“meditation  upon  death.”  The  death  of  free- 
dom. We  need  an  active  therapeutic  approach 
that  the  cure  to  our  problem  be  “seemly,  swift, 
and  sure.”  Asclepiades  won  his  fight,  and  the 
therapeutic  triumphs  of  today  are  the  outgrowth 
of  his  philosophy  of  action.  If  we  win  our  fight, 
then  these  modern  marvels  of  healing  will  for 
the  first  time  be  readily  available  to  all  our 
countrymen,  at  the  hands  of  their  freely  chosen 
personal  physicians.  This  goal  is  great  indeed. 
May  our  efforts  be  worthy  of  it.  I thank  you. 
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TO  SIGN  OR  NOT  TO  SIGN 


In  recent  weeks  the  Department  of  Public 
Welfare  of  the  State  of  Arizona  has  sent  letters 
to  physicians  of  Arizona  requesting  them  to  sign 
an  attached  form  entitled  “Statement  of  Com- 
pliance Pursuant  to  Title  VI  of  the  Civil  Rights 
Act  of  1964.”  One  paragraph  in  the  letter  states 
that  “In  order  for  this  Department  to  continue 
to  purchase  services  from  you  it  will  be  neces- 
sary for  you  to  sign  the  attached  form.”  Copies 
of  the  letter  and  form  appear  on  the  following 
page. 

Some  Arizona  doctors  feel  that  there  is  noth- 
ing wrong  with  being  asked  to  sign  a form 
promising  to  do  what  they  are  already  doing. 
Some  have  suggested  that  failure  to  sign  indi- 
cates that  one  favors  non-compliance  with  the 
law. 

Other  physicians,  like  those  of  Yavapai  Conn- 
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ty,  whose  answer  is  reproduced  on  the  following 
page,  feel  that  such  a form  ignores  the  fact  that 
Arizona  doctors  have  not  practiced  arbitrary 
discrimination  in  caring  for  these  patients  in  the 
past,  and  have  no  intention  of  doing  so  in  the 
future.  Many  feel  that  as  we  enter  an  era  of  in- 
creasing forms  and  red  tape,  it  is  time  to  tell 
our  non-medical  associates  that  we  will  abide  by 
the  law  and  the  ethical  practice  of  medicine, 
but  will  fill  out  and  sign  only  those  forms  that 
are  necessary  for  the  medical  care  of  patients. 

In  the  final  analysis,  the  decision  to  sign  or 
not  to  sign  such  forms  rests  with  the  individual 
doctor.  However,  it  seems  likely  that  many  Ari- 
zona physicians  will  agree  with  the  stand  taken 
by  the  Yavapai  doctors. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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may  he  sought  in  the  published  proceedings  of  that  body. 
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These  three  items  relate  to  the  editorial  “To 
Sign  Or  Not  To  Sign”  appearing  on  the  previ- 
ous page. 

Name  and  address  of  physician. 

Public  Law  88-352,  the  Civil  Rights  Act  of 
1964,  was  approved  July  2,  1964.  Title  VI  of 
this  Act  is  intended  to  prevent  discrimination  in 
federally  assisted  programs.  Section  601  of  this 
title  states: 

“No  person  in  the  United  States  shall  on  the 
ground  of  race,  color,  or  national  origin,  be  ex- 
cluded from  participation  in,  be  denied  the  bene- 
fits of,  or  be  subjected  to  discrimination  under 
any  program  or  activity  receiving  Federal  finan- 
cial assistance.” 

State  Responsibility 

The  Federal  Government  has  indicated  that 
other  agencies,  institutions  and  organizations, 
with  which  the  State  and  local  agencies  have 
contractual  arrangements,  and  individuals  or 
groups  to  whom  vendor  payments  are  paid,  must 
comply  with  Title  VI  of  the  Act. 

In  order  for  this  Department  to  continue  to 
purchase  services  from  you  it  will  be  necessary 
for  you  to  sign  the  attached  form. 

This  measure  comes  at  an  opportune  time  as 
we  are  in  the  process  of  establishing  a current 
list,  state-wide,  of  specialists,  general  practition- 
ers and  osteopaths  who  have  expressed  their 
willingness  to  give  examinations  to  determine 
degree  of  blindness,  incapacity  and  disability. 

Please  complete  this  revised  form  and  return 
it  to  us  as  soon  as  possible.  We  cannot  continue 
availing  ourselves  of  your  services  unless  the 
completed  statement  is  received. 

We  wish  to  express  our  sincere  gratitude  for 
the  cooperation  given  our  Department  to  date. 
Sincerely  yours, 

Family  Service  Division 
State  of  Arizona 
Department  of  Public  Welfare 
State  Office  Building 
Phoenix 


STATEMENT  OF  COMPLIANCE  PURSUANT 
TO  TITLE  VI  OF  THE  CIVIL  RIGHTS  ACT 
OF  1964 

Pursuant  to  the  Civil  Rights  Act  of  1964,  I cer- 
tify as  follows: 

I will  not,  on  the  ground  of  race,  color  or  na- 
tional origin: 


a.  deny  an  individual  any  aid,  care,  services, 
or  other  benefits  provided  by  me. 

b.  provide  any  aid,  care  services,  or  other 
benefits  to  an  individual  which  is  different, 
or  is  provided  in  a different  manner,  from 
that  provided  to  others  by  me. 

c.  subject  an  individual  to  segregation  or  sep- 
arate treatment  in  any  matter  related  to 
his  receipt  of  any  aid,  care,  services,  or 
other  benefits  provided  by  me. 

d.  treat  an  individual  differently  from  others 
in  determining  whether  he  satisfies  any 
eligibility  or  other  requirement  or  condi- 
tion which  individuals  must  meet  in  order 
to  receive  any  aid,  care,  services,  or  other 
benefits  provided  by  me. 

Date Signature  

Director,  Division  of  Family  Services 
Department  of  Public  Welfare,  State  of  Arizona 
Phoenix,  Arizona 
Dear  Mrs : 

The  Yavapai  County  Medical  Society,  in  reg- 
ular meeting  May  4,  1965,  reviewed  your  letter 
in  regard  to  Public  Law  88-352,  Civil  Rights 
Act  of  1964  and  the  Statement  of  Compliance 
sent  with  it  which  the  various  doctors  have 
been  asked  to  sign  and  return. 

The  Yavapai  County  Medical  Society  adopted 
a resolution  that  its  members  not  sign  the  Com- 
pliance form  and  that  the  other  County  Socie- 
ties be  informed  of  our  action. 

Our  reasons  for  this  are  very  basic: 

1.  Members  the  Yavapai  County  Medical 
Society  have  never  in  the  past  discrimina- 
ted because  of  race,  color  or  national  origin 
nor  have  we  ever  contemplated  such  a 
move  in  the  future. 

2.  Section  601  of  the  Act  as  you  have  stated 
it  does  not  ask  for  a formal  compliance. 
We  recognize  the  fact  that  this  is  a federal 
law  and  we  must  adhere  to  it,  but  like  all 
federal  laws,  we  comply  but  we  are  not 
asked  to  sign  compliance. 

3.  We  feel  that  this  is  still  a free  country  and 
that  we  are  entitled  to  a few  vestigials  of 
expression  and  that  the  signing  of  compli- 
ance of  this  nature  is  against  our  princi- 
ples. 

This  letter  is  in  no  way  meant  to  say  that  we 
are  unwilling  to  give  examinations  as  we  have 
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in  the  past  or  that  we  intend  to  defy  the  federal 
law.  Nor  do  we  mean  to  criticize  you  personally 
about  the  letter.  However,  we  feel  that  by  let- 
ting you  know  our  thoughts  in  this  matter  that 
you  will  be  able  to  place  our  letter  in  the  hands 
of  those  that  created  the  Statement  of  Compli- 
ance, that  they  may  be  aware  of  our  feeling  of 
invasion  of  our  residual  freedom. 

Sincerely  yours, 

( signed ) William  R.  Shepard,  M.D. 

Secretary 

Yavapai  County  Medical  Society 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltowit’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


#.  Wallace  Laboratories  / Cranbury,  N.J. 
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Blue  Cross/Blue  Shield  is  the  largest  health  care  plan  in  the  world  with  over  64  million 
members  in  the  United  States  and  Canada.  In  1964,  BC/BS  paid  over  3 billion  dollars  for 
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$13,447,776.28  for  the  care  of  subscribers.  No  insurance  company  in  Arizona  can  match 
this  record.  □ Being  Number  One  is  no  accident.  Blue  Cross/Blue  Shield  has  become 
Number  One  by  providing  broad  coverages,  rendering  services,  and  operating  econom- 
ically. And  by  being  flexible,  too.  □ Our  flexibility  allows  us  to  write  groups  as  small  as 

FULL  STORY  ABOUT 


3 people,  right  on  up  to  3,000  or  30,000.  Benefit  days  vary  from  30  to  365,  with  hos- 
pital services  covered  in  full.  The  new  Select  Comprehensive  Blue  Cross  program  is  the 
most  extensive  offered  today.  There  are  also  three  Blue  Shield  plans  which  can  be 
tailored  especially  for  your  group.  □ Our  special  arrangements  with  the  Arizona  Physi- 
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THE  DOCTOR’S  FAMILY 


William  B.  McGralh,  M.D. 


It  is  hard  for  the  professional  man  to  be  a 
good  parent.  It  is  even  more  difficult  for  the 
doctor’s  family  to  escape  his  damaging  disap- 
proval. 

During  a working  day  the  physician’s  orders 
are  met  with  immediate  and  unquestioning  com- 
pliance. Such  is  necessary,  of  course.  And  per- 
fectionistic  striving  is  taken  for  granted  in  the 
physician  himself  and  in  those  who  assist  him. 

This  is  in  painful  contrast  to  the  situation  at 
home.  Punctuality  provides  a pertinent  illustra- 
tion. In  the  pressure  of  mid-afternoon,  the  pro- 
fessional man  would  give  almost  anything  for 
ten  minutes’  respite.  He  could  reply  to  a couple 
urgent  telephone  calls.  Or  he  could  dictate  the 
last  few  cases  while  they  were  still  fresh  in  his 
mind.  Postponing  important  tasks,  he  hurries 
through  the  rest  of  the  day  in  order  to  be  on 
time  for  an  evening’s  engagement. 

His  wife  isn’t  ready.  She  still  has  to  do  her 
nails  or  fix  her  hair.  No  one  else  would  keep  him 
waiting.  He  stands  there  in  impotent  rage. 

Their  adolescent  has  not  been  required  to  re- 
duce the  uncivilized  volume  of  the  record  player 
or  radio.  The  younger  child  has  deposited  a 
sweater  and  a tennis  shoe  in  the  living  room,  as 
an  untrained  puppy  might  defecate;  and  the 
mother  does  not  even  realize  that  she  has  been 
insulted. 

The  doctor  has  observed  the  quiet  competency 
of  the  nurses.  They  seem  to  have  the  coopera- 
tion of  the  patients.  The  teacher,  with  fewer 


sanctions,  has  been  able  to  keep  thirty  or  forty 
youngsters  in  some  kind  of  order.  The  nurse 
and  the  teacher  have  left  no  door  ajar  to  contra- 
diction or  querulousness  or  disobedience. 

Not  so  the  mother.  She  tolerates  from  the 
children  far  more  antagonism  than  she  would 
from  a clerk  or  any  stranger.  Though  the  chil- 
dren have  ignored  or  peevishly  defied  her  sim- 
plest requests,  she  will  still  go  ahead  and  fix 
their  supper  and  pick  up  after  them.  She  seems 
to  have  invited  the  breakdown  of  authority  and 
respect.  She  has  never  learned  that  punishment 
to  be  effective  must  always  be  more  severe  than 
the  transgression  which  provoked  it. 

The  doctor  and  his  staff  expect  to  be  treated 
with  deference.  They  have  authority  and  they 
exercise  it  with  confidence.  They  have  to. 

The  doctor  cannot  bear  to  witness  disrespectful 
treatment  of  his  wife.  He  cannot  understand  her 
rationalizations  or  accept  them. 

The  teen-age  daughter  appears  with  inappro- 
priately excessive  make-up.  The  mother  ex- 
plains why  she  should  wash  it  off.  This  is  her 
undoing.  By  trying  to  be  reasonable  she  has 
brought  herself  to  a common  and  sometimes 
hateful  impasse.  When  offered  the  reason  for 
an  order,  the  child  will  dispute  the  reason  in- 
stead of  obeying  the  order. 

Emphasis  on  the  reason  for  discipline  simpb 
weakens  the  discipline.  A child  raised  in  a very 
“reasonable  atmosphere  may  later  be  satisfied 
with  reason  for  non-performance.  But  the  world 
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is  impressed  by  accomplishment  and  coldly  dis- 
interested in  explanations  or  excuses.  The  rea- 
sons for  a ruling  should  be  given  after  the  ruling 
has  been  obeyed,  not  before. 

Neither  should  alternatives  to  obedience  be 
suggested.  In  the  economy  of  the  child  the  al- 
ternative may  seem  the  lesser  burden  — especial- 
ly if  the  alternative  is  a dire  and  meaningless 
threat.  Usually  the  threat  (“If  you  don’t  do  this 
or  that  you’ll  be  sorry.”)  is  empty  or  insincere. 
And  the  child,  recognizing  the  dishonesty,  loses 
further  respect. 

The  physician  does  not  explain  or  justify  to  the 
secretary  or  nurse  when  he  asks  that  something 
be  done.  And  he  doesn’t  have  to  ask  twice.  He 
never  promises  reward  or  threatens  punishment. 
His  attitude  does  not  make  the  employee  feel 
servile.  Simply  implied  and  reinforced  is  the 
maturity  of  his  judgment.  (The  basic  assump- 
tion in  training  a horse  is  that  the  animal,  in 
acknowledging  the  rider’s  superior  intelligence, 
will  always  avoid  being  hurt  or  getting  into 
trouble.)  A child  will  trust  the  parents’  deci- 
sions if  the  parents  have  confidence  enough  to 
be  decisive. 

The  need  of  authoritative  guidance  is  funda- 
mental. So  is  the  child’s  instinct  to  test  the  au- 
thority. If  the  authority  is  uncertain  and  yield- 
ing, the  child  will  have  to  keep  on  testing.  If  it 
is  firm  ( like  a launching  pad ) the  child  will  have 
a platform  from  which  to  move  upward. 

What  makes  the  mother  seem  so  ineffectual  is 
her  lack  of  confidence.  Needing  to  blame  some- 
thing, she  points  to  the  so-called  “permissiveness 
of  modern  psychology.” 

No!  The  effort  to  understand  human  weak- 
ness does  not  imply  our  comforting  or  condoning 
it.  On  the  contrary,  the  professional  man  and 
especially  the  psychiatrist  would  ask  for  disci- 
plines which  are  very  well  defined  and  not  at  all 
apologetic.  Have  you  travelled  with  children 
who  whine  for  candy  or  soft  drinks  at  every 
stop  and  in  between?  It  is  not  “permissive”  to 
indulge  the  children  (—or  to  set  an  example  of 
self-indulgence.  A cultured  individual  views  as 
slightly  vulgar  the  practice  of  eating  other  than 
at  table. ) The  physician  often  regrets  that  frus- 
tration tolerance  and  the  dignity  of  stoicism  were 
not  taught  his  patients  long  before  they  came 
to  him. 

Tolerance  of  frustration  — graciousness  when 
one  cannot  have  one’s  own  way  — is  not  condi- 


tioned just  by  the  experience  of  frustration.  When 
permission  to  do  or  have  something  is  denied, 
it  is  again  important  that  no  reason  be  given. 
Some  young  people  have  never  encountered 
frustration  but  that  compensatory  explanation  or 
apology  has  been  offered.  (“I’m  sorry  but  you 
can’t  do  this  because  you  didn’t  do  that.”) 

His  work  alerts  the  professional  man  to  recog- 
nize potentially  malignant  predilections:  habits 
of  rationalization  or  projection  of  blame;  exag- 
geration or  carelessness  in  the  use  of  language; 
foppishness  in  hair  cut  or  dress;  attention  seek- 
ing by  insincere  means.  Any  such  tendencies  or 
traits  the  physician  would  nip  in  the  bud,  and 
violently  if  necessary. 

His  wife  rebukes  him:  “After  all,  they’re  just 
children.  You  can’t  expect  them  to  behave  like 
adults.”  Why  not?  There  is  no  compelling  rea- 
son my  “ company  manners”  should  be  suspended 
when  the  company  has  gone.  Youngsters  actu- 
ally seem  happier  when  the  basic  courtesies  are 
expected  of  them. 

People  who  later  bewail  the  ingratitude  of 
their  offspring  may  have  neglected  to  teach  them 
to  express  appreciation.  When  the  children 
leave  the  dining  room  table  without  having  said 
a polite  thank  you  to  their  mother,  the  physician 
recoils  with  silent  anger  and  a kind  of  sorrow. 
He  wishes  that  his  wife  would  break  a plate  on 
the  youngster’s  head  or  declare  martial  law  for 
a month. 

Until  we  learned  about  rheumatic  fever,  the 
“growing  pains”  of  adolescence  used  to  be  ac- 
cepted with  ruefulness.  Nowadays  the  adoles- 
cent’s rude  gestures  toward  emancipation  are 
likewise  tolerated  as  natural  and  necessary.  Well, 
the  professional  man  will  not  submit  to  this  or 
share  his  wife’s  resignation  and  heartache. 

There  is  guilt  in  the  furnace  of  our  impotent 
rage.  Busy  as  we  are,  we  impose  on  our  wives 
most  of  the  responsibility  for  bringing  up  the 
children.  At  the  same  time  and  in  two  very 
important  respects  we  fail  to  create  the  condi- 
tions in  which  a mother  could  function 
effectively. 

In  the  first  place  the  professional  man  wants 
from  his  children  more  reverence  than  their  ac- 
tual exposure  or  experience  might  engender.  The 
father’s  character  is  poorly  displayed  at  home. 
He  is  a bumbling,  ill-tempered  amateur  at  fixing 
things  around  the  house.  He  is  hardly  a hero 
at  a family  picnic.  His  wife  keeps  apologizing 
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for  his  irritability  and  fatigue. 

In  their  worlds  of  work  and  play  a man  is  an 
occasional  guest  of  his  children.  He  reproaches 
himself  that  he  should  spend  more  time  with 
them. 

No;  they  should  spend  more  time  with  him! 
They  practically  never  see  him  in  his  profes- 
sional capacity.  How  are  they  to  look  up  to 
him  or  know  that  his  work  is  serious  and  that 
he  goes  about  it  with  courage  and  competency? 

In  our  most  important  identities  we  are  strang- 
ers to  our  children.  When  they  have  yearned 
to  know  who  we  are  and  what  we  do,  we  have 
pushed  them  back  with  their  mothers.  They 
will  not  follow  in  our  footsteps  because  we  have 
extended  no  hospitality  to  them. 

In  years  gone  by  the  doctor’s  children  accom- 
panied him  to  the  hospital  on  Sunday  mornings. 
That  was  a wonderful  tradition.  The  young- 
sters had  a glimpse  into  the  adult  world;  saw 
how  their  fathers  were  treated  without  famili- 
arity (lit).  A few  at  a time  the  young  people 
should  be  brought  to  a board  or  committee 
meeting  to  witness  their  dads’  participation. 

The  schools  or  scouts  will  put  on  a child- 
father  program  or  open-house.  We  have  never 
reciprocated.  Our  sons  have  not  been  inside  the 
medical  society  offices.  And  the  society  has  not 
yet  invited  our  daughters  to  a tea. 

Exiled  from  our  culture,  the  young  people  have 
had  to  create  one  of  their  own.  Especially  in 
adolescence  they  turn  their  backs  on  the  mother’s 
authority  and  example. 

And  here  we  make  our  biggest  mistake. 
Against  every  conviction,  against  common  sense 
and  scientific  and  moral  judgment,  we  go  on  sup- 
porting coeducational  high  schools. 

We  push  the  sexes  into  constant  propinquity 
during  the  groping  years  of  adolescence.  At  the 
same  time  we  bleat  at  them  to  postpone  mating 
until  they  can  have  gone  to  college.  How  can 
the  home  control  or  competer  with  the  pseudo- 
marriage of  “going  steady?”  A bubbleheaded 
fifteen  year  old  submits:  “My  boyfriend  won’t 
listen  to  his  parents.  I’m  the  only  one  who  can 
do  anything  with  him.”  She  should  not  have 
had  the  opportunity.  It  is  obviously  unfair  to 
the  girl  and  to  the  boy  and  to  the  parents  of 
each. 

A girl  who  is  prematurely  diverted  from  de- 
veloping the  interests  and  sharing  the  ideals  of 


other  girls  will  never  be  a woman  among  women. 
A lad  has  to  have  time  and  a chance  to  be  a boy 
among  boys  before  he  can  become  a man  among 
men.  A youth  sitting  next  to  a nubile  maiden 
will  find  mathematics  somewhat  less  interesting. 
If  the  maiden  invades  and  usurps  all  his  recrea- 
tions and  leisures  his  character  will  be  softened. 
He  will  not  acquire  masculine  traits  under  the 
constant  influence  of  adolescent  girls.  Their  own 
precocious  femaleness  will  be  parasitic  and  with- 
out substance  of  its  own. 

People  wha  want  things  right  for  their  children 
should  not  have  to  send  them  to  private  high 
schools.  The  aristocratic  values  of  preparatory 
schools  derived  almost  entirely  from  the  fact  that 
they  provided  separation  of  the  sexes  in 
adolescence. 

The  public  high  schools  should  not  be  coedu- 
cational. Until  we  correct  this  situation,  this 
travesty,  we  cannot  hope  to  recapture  the  com- 
panionship of  our  young  people  nor  give  them 
back  their  integrity. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 
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A STUDY  OF  VARIABLE  PRICING 

by 

Richard  L.  Durbin 


Today  more  and  more  hospital  administrators 
are  seeing  patients,  and  the  thing  that  brings 
them  together  is  the  patient’s  wish  to  know  why 
his  bill  is  so  high.  The  charges  in  a hospital  are 
not  easy  to  explain  to  an  irate  patient.  They  are 
perplexing  enough  to  one  acquainted  with  the 
field.  Medical  science  with  its  vast  accumulation 
of  new  knowledge  has  grown  complicated  and 
the  anomalies  within  the  pricing  system  have 
been  perpetuated  for  so  long  that  is  it  not  easy 
to  change  them. 

This  is  not  an  apologia  for  the  cost  of  medical 
care.  Considering  the  breakthroughs  in  diag- 
nosis and  treatment  which  have  become  possible 
only  recently,  every  cent  is  accountable  and  jus- 
tifiable in  a well-managed  hospital.  But  every- 
one has  a right  to  an  accounting  of  the  charges 
he  is  expected  to  pay,  and  to  this  end  the  fol- 
lowing remarks  are  dedicated. 

Cost  allocation  is  the  first  step.  This  should 
be  a system  agreed  upon  by  everyone  involved. 
The  philosophy  must  be  understood  since  there 
are  a multiude  of  ways  to  arrive  at  a costing  sys- 
tem. One  way  to  do  this  is  shown  in  Tables  A 
and  B. 

Based  on  this  apportionment,  the  indirect 
costs  are  assessed  to  each  income-producing  de- 
partment. These  indirect  costs,  plus  direct  costs, 
subtracted  from  the  income  and  including  ad- 
justments to  income  give  net  income,  as  shown 
in  Table  B. 

It  is  now  possible  to  look  at  each  department 
and  know  immediately  if  it  is  self-sustaining.  It 
is  clear  that  some  departments  must  make 
enough  to  carry  others  which  do  not  meet  ex- 
penses. Let  us  consider  briefly  some  of  the  more 
familiar  departments  in  a hospital  which  are  not 
self-sustaining. 

Pediatrics  frequently  falls  within  this  catego- 
ry. In  some  situations  the  population  has  moved 
to  the  suburbs  and  pediatricians  have  had  to 
follow  them,  leaving  large  expensive  facilities  in 
the  heart  of  the  city  with  a distressingly  low 
occupancy.  Any  community  that  has  become 


overbuilt  in  this  category  will  show  the  same 
results.  It  is  usually  not  possible  to  retrench 
once  the  facilities  have  been  established.  It  sim- 
ply operates  at  a deficit. 

The  merits  of  research  in  the  hospital  are  now 
widely  recognized.  It  is  relatively  easy  to  get 
funds  to  start  research;  getting  funds  to  continue 
it  is  another  story.  In  the  hospital  under  discus- 
sion here,  the  Cardiopulmonary  Laboratory  is 
the  major  research  area  since  the  climate  attracts 
many  allergy  and  lung  patients.  The  emphyse- 
ma patients  who  are  most  likely  to  benefit  from 
this  particular  department  are,  after  a lifetime 
of  more  or  less  debilitating  lung  diseases,  un- 
likely to  be  able  to  pay.  These  circumstances 
do  not  warrant  discontinuing  the  research.  Fur- 
thermore, there  is  much  that  needs  to  be  learned 
about  the  disease  and  what  more  likely  place  is 
there  to  learn  this? 

Outpatient  clinics  follow  much  the  same  pat- 
tern. They  were  frequently  started  as  charity 
clinics,  but  as  medicine  advanced,  they  changed 
to  teaching  or  research  areas.  Once  they  are 
started,  it  is  impossible  to  discontinue  them  or 
to  reduce  them  to  manageable  size,  and  they 
don’t  by  any  means  pay  for  themselves.  They 
simply  become  services  to  the  community  which 
operate  at  a deficit.  Humanitarians  will  insist 
that  this  service  be  continued,  but  it  is  hard  to 
maintain  a continuing  service  without  financing. 
Those  who  use  the  clinic  usually  cannot  pay  for 
the  service,  and  the  community  does  not  sup- 
port it.  This  means  that  the  hospital,  through  its 
variable  pricing,  must  support  it. 

It  is  doubtful  whether  changing  the  charge 
system  so  that  each  department  could  be  self- 
sustaining  would  ever  work.  In  the  research  di- 
vision, the  delivery  room,  the  outpatient  clinic, 
to  name  three  chronic  losers,  charging  more  for 
the  service  would  accomplish  nothing  since 
these  departments  already  suffer  from  a high 
rate  of  bad  debts.  Table  C shows  how  much  the 
charges  would  need  changing  to  bring  them  all 
to  a level  to  sustain  their  department  in  the 


July,  1965 


557 


TABLE  A 


COST  CENTER 

Provision  for  Depreciation  — Buildings 
Provision  for  Depreciation  — Eqpmnt. 
Employee  Health  & Welfare 
Operation  of  Plant 
Maintenance  of  Plant 
Laudry  & Linen  Service 
Housekeeping 

Dietary 

Nursing  Service,  General 
Medical  Records 

Intern-Resident  Service 
Administrative  and  General 
Cost  of  Printing 


BASIS  FOR  APPORTIONMENT 

Value  of  individual  buildings  and  square  footage  within  each  building. 

Dollar  value  of  equipment  per  cost  center. 

Cost  per  dollar  of  salaries  and  wages  exclusive  of  contractual. 

Square  footage  per  cost  center  adjusted  for  period  in  use. 

Square  footage  per  cost  center  adjusted  per  period  in  use. 

Pounds  produced  per  cost  center  from  two-week  study. 

Hours  of  service  by  area.  Square  fottage  to  cost  center  within  area  adjusted 
for  period  in  use. 

Allocate  to  Cafeteria  proportionate  share  of  kitchen  payroll  and  miscellan- 
eous expense  based  on  percentage  of  raw  food  use.  Allocate  balance  of 
above  plus  raw  food  on  weighted  patient  days  per  cost  center. 

Cost  per  dollar  of  Payroll  to  applicable  cost  centers.  Patient  television  to 
nursing  units  on  cost  per  set  per  days  used- 

First  distribution  by  weighted  admissions  to  inpatients,  newborns,  out- 
patients. Second  distribution  on  weighted  patient  days  to  inpatients;  on 
pervisit  cost  to  outpatients. 

Gross  Billed  Charges  per  Income  Producing  Cost  Centers. 

On  the  basis  of  accumulated  costs  per  cost  center  at  the  time  of  distribution. 

Charge  balance  to  Administrative  and  General  after  applying  credit  for 
income. 


Cost  of  Meals  Sold 
Cost  of  Rooms  Rented 


Charge  balance  to  Administrative  and  General  after  applying  credit  for 
income. 

Apply  credit  for  Income.  Balance  to  Nursing  Service,  Dietary,  EKG  on 
basis  of  square  footage  per  occupant.  Nursing  Service  breakdown  to  Cost 
Centers  by  dollar  of  payroll. 


study  hospital.  It  is  interesting  to  note  that  on 
some  of  the  medical  and  surgical  units  the 
charge  could  be  reduced  from  as  high  as  $27.19 
to  as  low  as  $22.97.  But  then  the  delivery  room 
charge  would  have  to  be  raised  from  the  present 
$44.76  to  $71.70!  The  people  who  use  the  de- 
livery room,  however,  are  frequently  young  peo- 
ple just  getting  started  who  have  low  salaries 
and  heavy  commitments,  and  they  are  not  able 
to  pay  the  already  existing  charge.  There  does 
not  seem  to  be  any  satisfactory  way  around  the 
variable  pricing  system  now  in  existence. 

Besides,  the  public  has  grown  accustomed  to 
it.  They  willingly  pay  special  duty  nurses  $66.00 
per  day  at  the  rate  of  $22.00  per  shift.  In  addi- 
tion to  this,  they  must  pay  their  basic  room  rate 
plus  any  other  diagnostic  or  treatment  expenses 
incurred.  But  they  wince  at  the  thought  of  pay- 
ing $65.00  per  day  for  the  intensive  care  unit,  a 
realistic  charge  for  this  efficient  unit.  Although 
this  includes  their  room  and  board  and  specially 
trained  nurses  around  the  clock,  using  remark- 
able modern  equipment,  they  are  appalled  at  the 
cost. 

Nor  is  this  the  end  of  the  muddle.  In  addi- 


tion to  the  variable  pricing  which  goes  on,  the 
hospital  has  its  variable  pricing  system  for  con- 
tractual agencies.  These  contractual  agencies  can 
be  identified  as  pre-payment  plans  such  as  Blue 
Cross;  government  agencies  such  as  the  Indus- 
trial Commission;  county  welfare  contracts  and 
the  Indian  agency;  and  voluntary  groups  such 
as  the  Polio  Foundation.  Each  contracts  with 
the  hospital  according  to  its  own  peculiarities 
and  almost  everyone  of  them  pays  less  than  the 
going  rate  for  the  paying  patient. 

The  methods  of  arriving  at  these  contracts  are 
varied  and  imaginative.  Sometimes  a percentage 
of  total  charges  is  agreed  upon.  Some  scheme 
of  reimbursable  charges  appeals  to  others.  With 
still  other  agencies,  a kind  of  gentlemen’s  agree- 
ment exists  at  what  would  be  a fair  and  equitable 
price.  For  the  sake  of  discussion,  let’s  tackel  re- 
imbursable charges  which  is  the  method  which 
appeals  to  Blue  Cross. 

Under  this  system  Blue  Cross  identifies  the 
charges  it  will  be  responsible  for  and  insists  that 
they  be  directly  related  to  the  service  of  the  pa- 
tient. This  conveniently  omits  any  costs  which 
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TABLE  B 


Cost  Finding  Analysis  — 

November  1, 

1962  to 

October  31, 

L963 

DIRECT  EXPENSE 

NET  INCOME 

ADJ. 

TO  INCOME 

INDIRECT  EXPENSE 

Gross  Billed 

% of 

% of 

% of 

% of 

Charges 

Amount 

Gross 

Amount 

Gross 

Amount 

Gross 

Amount 

Gross 

Nursing  Services: 

Medical— A 

.$  206,605 

$ 14,885 

7.2 

$ 67,441 

32.7 

$ 87,388 

42.3 

$ 36,791 

17.8 

Surgical— A 

. 295,839 

21,324 

7.2 

116,685 

39.5 

145,358 

49.1 

12,472 

4.2 

Medical— B 

. 112,245 

8,091 

7.2 

38,231 

34.1 

52,004 

46.3 

13,919 

12.4 

Medical— C 

. 162,330 

11,701 

7.2 

57,198 

35.2 

76,793 

47.3 

16,638 

10.3 

Medical— D 

186,408 

13,437 

7.2 

64,595 

34.6 

85,501 

45.9 

22,875 

12.3 

Medical— E 

. 323,433 

23,313 

7.2 

118,277 

36.6 

149,449 

46.2 

32,394 

10.0 

Pediatrics  

. 280,434 

20,214 

7.2 

169,004 

60,3 

176,673 

63.0 

(85,457) 

(30.5) 

Obstetrics  & 200-A 

. 417,730 

30,110 

7.2 

135,157 

32.4 

224,554 

53.7 

27,909 

6.7 

Nursery  

. 170,486 

12,289 

7.2 

114,103 

66.9 

89,249 

52.4 

(45,115) 

(26.5) 

Surgical— B 

. 325,757 

23,481 

7.2 

105,826 

32.5 

139,736 

42.9 

56,714 

17.4 

Surgical— C 

. 331,839 

23,919 

7.2 

101,697 

30.7 

139,838 

42.1 

66,385 

20.0 

Medical— F 

148.991 

10,739 

7.2 

48,387 

32.5 

74,868 

50.2 

14,997 

10.1 

Total  Nursing 

Services  

.$2,961,997 

$213,503 

7.2 

$1,136,601 

38.4 

$1,441,411 

48.6 

$170,482 

5.8 

Ancillary  Services: 

Cardiopulmonary  . 

. $ 39,787 

$ 2,868 

7.2 

$ 57,552 

144.7 

$ 31,192 

78.5 

$ (51,825) 

(130.4) 

Central  Supply  . . . 

. 189,762 

13,678 

7.2 

164,887 

86.8 

75,026 

39.5 

(63,829) 

( 33.5) 

Deliverv  Room  . . . 

. 147,485 

10,631 

7.2 

128,371 

87.0 

84,714 

57.4 

(76,231) 

( 51.6) 

Electrocardiograph 

57,432 

4,140 

7.2 

25,110 

43.8 

5,824 

10.3 

22,358 

38.7 

Electroen- 

cephalograph  . . . 

26,385 

1,902 

7.2 

20,446 

77.4 

8,896 

33.8 

( 4,859) 

( 18.4) 

Emergencv  Room  . 

57,162 

4,120 

7.2 

60,172 

105.3 

47,836 

83.7 

(54,966) 

( 96.2) 

Isotope  Laboratory 

14,492 

1,045 

7.2 

13,658 

94,3 

3,171 

21.9 

( 3,382) 

( 23.4) 

Laboratory  

. 626,316 

45,145 

7.2 

345,172 

55.1 

92,707 

14.9 

143,292 

22.8 

Operating  Room  . . 

. 397,105 

28,624 

7.2 

228,390 

57,5 

89,399 

22.5 

50,692 

12.8 

Oxygen  Therapy  . . 

89,167 

6,427 

7.2 

41,787 

46.8 

8,489 

9.6 

32,464 

36.4 

Pharmacy . 

. 448,021 

32,294 

7.2 

224,767 

50.1 

35,188 

7.9 

155,772 

34.8 

Physical  Therapy  . 

41,274 

2,975 

7.2 

20,277 

49.1 

13,111 

31.7 

4,911 

12.0 

Recovery  Room  . . . 

66,024 

4,759 

7.2 

53,423 

80.9 

25,964 

39.3 

(18,122) 

( 27.4) 

X-Ray  

. 428,832 

30,910 

7.2 

320,367 

74.7 

90,386 

21.2 

(12,831) 

( 3.1) 

Total  Ancillary 

Services  

. $2,629,244 

$189,518 

7.2 

$1,704,379 

64.8 

$ 611,903 

23.3 

$123,444 

4.7 

Total  Hospital 

Services  

.$5,591,241 

$403,021 

7.2 

$2,840,980 

50.8 

$2,053,314 

36.7 

$293,926 

5.3 

are  incurred  by  research,  teaching  and  charity 
beds,  bad  debts,  cafeteria,  printing,  and  also 
that  amount  of  money  over  and  above  what  it 
takes  to  run  the  institution  which  must  be  put 
aside  for  new  facilities  such  as  Intensive  Care 
Unit  mentioned  previously.  Granted  this  is  the 
community’s  responsibility,  but  changes  come 
fast  in  modern  medicine  and  the  community  has 
not  always  assumed  its  responsibility.  For 
example, 

Averages  per  % of  Reimbursable 


Patent  Day 

Cost 

Inpatient  billed  charges:.. 

.$  48.97 

Less:  Reimbursable  . . . . 
Operating  Costs 

. 42.58 

not  allowed  

1.08 

Contractual  Adjustments 

.28 

Teaching  Beds  

1.02 

2.4 

Uncollectible  Accounts  . 

1.14 

2.7 

Balance  for  Capital 

Expenditures  

. $ 2.87 

6.7 

11.8% 

This  means  that  the  paying  patient  and  his 
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insurance  carrier  must  pay,  not  only  their  cost 
but  that  extra  amount  that  contractual  agencies 
refuse  to  pay.  It  is  this  part  of  the  pricing 
scramble  that  should  be  straightened  out.  For, 
although  Blue  Cross  is  trying  to  manage  its  own 
money  wisely,  it  is  not  encouraging  member 
hospitals  to  do  the  same.  During  the  first  half 
of  1964  the  study  hospital  received  $42.10  as 
reimbursable  cost  per  patient  day,  whereas  the 
average  for  the  six  large  hospitals  in  the  state 
was  $45.00  per  patient.  The  reimbursable  cost 
formula  does  not  reward  efficient  management 
since  average  cost  encourages  increased  length 
of  stay  since  the  greatest  costs  are  incurred  in 
the  first  days  of  hospitalization.  The  real  prob- 
lem is  the  contractual  agencies  who  pay  only  the 
costs  they  choose  to  pay.  They  do  not  view  the 
hospital  as  a whole  institution  with  its  three 
areas  of  service,  education,  and  research,  where- 
as it  cannot  survive  unless  it  is  treated  as  such. 
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The  providers  must  continue  to  give  what  they 
consider  to  be  quality  medical  care.  When  they 
do  this,  certain  services  will  not  be  self-sustain- 
ing and  the  hospital  must  finance  them  in  some 
way. 

Not  all  hospitals  are  dedicated  to  quality  medi- 
cal care.  Hospitals  that  start  out  on  publicly 
subscribed  bonds,  guaranteeing  a return  to  the 
investor,  can  succeed  only  because  they  do  not 
plan  to  offer  a complete  scope  of  services.  If  a 
hospital  plans  to  make  enough  to  return  as  much 
as  8 % on  an  investor’s  money  and  remain  com- 
petitive, it  must  eliminate  all  services  which  are 
not  self-sustaining.  This  is  likely  to  include  al- 
most all  advances  in  modern  medicine  plus  serv- 
ices to  the  community  which  a good  community 
hospital  is  expected  to  perform. 

To  the  chagrin  of  the  third-party  payers,  it 
has  become  evident  that  flooding  the  community 
with  an  excessive  number  of  beds  increased 
utilization  even  though  it  was  not  increased  to 
the  point  where  all  the  hospitals  could  break 
even.  This  effect  was  forecast  in  a study  done 
by  Gordon  Antelman  and  Richard  Durbin  in 
1962.* 


a— “The  Effect  of  Selected  Variables  on  Hospital  Utilization” 
HOSPITAL  MANAGEMENT,  August  1964. 


The  basic  question  governing  this  discussion 
is:  Who  should  set  the  quality  of  care?  The 
providers?  The  third-party  payers?  The  con- 
tractual agencies?  The  investors?  The  only 
ones  who  know  enough  about  the  complicated 
course  of  modern  medicine  must  be  the  ones  to 
decide. 

This  must  be  the  providers,  working  in  a non- 
profit hospital.  Any  other  group  will  be  work- 
ing from  specious  interests  and  the  public  will 
not  be  given  the  consideration  it  has  a right  to 
expect. 

Variable  pricing  within  a hospital  will  be  with 
us  for  a long  time  due  to  the  nature  of  our  medi- 
cal system  and  its  specialties.  Selling  the  care 
to  individuals  or  groups  should,  however,  be 
done  at  one  price  since  each  hospital  offers  one 
quality  of  service. 

Hospitals  offer  differing  scopes  of  services;  to 
differentiate  between  them  a method  of  evalua- 
tion is  urgently  needed.  A hospital  which  covers 
the  full  gamut  of  service  deserves  more  consider- 
ation than  one  which  expects  to  return  a per- 
centage to  its  investors  in  the  form  of  profit.  If 
hospitals  are  forced  to  compete  on  price  alone 
and  no  attempt  is  made  to  define  the  contents  of 
the  package,  there  will  be  many  losers— the  pa- 
tient and  the  entire  community! 
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DEAN’S  PAGE 


THE  TIMING  OF  FACULTY  RECRUITMENT 


Any  discussion  with  persons  who  have  had 
an  opportunity  to  organize  and  develop  a new 
medical  school  soon  brings  out  one  of  two 
viewpoints  regarding  the  timing  of  faculty  re- 
cruitment. First,  there  are  those  who  believe 
that  many  of  the  problems  related  to  the  design 
of  the  first  buildings,  as  well  as  the  design  of 
the  mission  and  even  the  curriculum  of  the  new 
school,  can  be  handled  much  more  smoothly  if 
the  key  faculty  members  are  on  hand  as  early 
as  possible.  “Key  faculty  members”,  in  this  in- 
stance, presumably  means  the  department  heads 
in  the  basic  sciences  together  with  the  heads  of 
one  or  two  clinical  departments.  The  logic  of 
such  a view  is  very  persuasive.  Certainly  the  op- 
portunity to  have  the  bidding  designed  by  the 
same  people  who  are  going  to  use  it  has  many 
advantages.  Futhermore,  with  several  people 
working  together  there  is  much  less  likelihood 
that  important  omissions  or  design  errors  will 
occur. 

On  the  other  hand,  working  on  a plan  as  com- 
plicated as  that  which  is  required  to  inaugurate 
a new  medical  school  with  a “committee  ’ of 
independent,  outspoken  and  imaginative  depart- 
ment heads  instantly  means  the  introduction  of 
two  other  problems.  First  is  the  increase  in  time 
which  this  technique  invariably  requires,  and 
second  is  the  fact  that  this  approach  automatic- 
ally invites  a compromised  solution  — since  it 
would  be  manifestly  impossible  to  design  the 
school  and  its  buildings  the  way  each  depart- 
ment head  wants  it.  It  is  because  of  this  that  the 
second  viewpoint  regarding  the  planning  and 
development  of  a new  medical  school  probably 
prevails.  That  is,  that  the  chief  administrative 
offcial  either  does  the  job  alone,  or  does  it  with 
a very  small  and  containable  planning  team. 

In  Arizona,  we  didn’t  have  the  opportunity  to 
give  equal  consideration  to  both  possible  routes 
since  we  faced  two  other  problems  which  pretty 
much  precluded  any  possibility  of  bringing  in 
department  heads  early  so  that  they  might  par- 
ticipate with  us  in  the  design  of  school.  First, 
the  remand  for  educational  services  on  the  cam- 
pus of  the  University  has  been  so  extraordinary 


that  it  has  been  impractical  to  consider  borrow- 
ing space  in  which  to  house  new  faculty  mem- 
bers for  the  medical  school.  (In  a near-by  state 
it  was  necessary  to  spend  extra  money  in  order 
to  house  faculty  members  in  a refurbished,  soft 
drink  bottling  plant  in  advance  of  construction 
of  their  basic  medical  sciences  building.)  Sec- 
ond, we  have  geared  our  entire  timetable  to  a 
construction  starting  date  in  mid-winter  of 
1965-66  so  that  we  might  be  able  to  admit  our 
first  class  of  students  in  the  fall  of  1967. 

This  latter  deadline,  on  top  of  the  space 
squeeze,  meant  that  me  couldn’t  afford  the  lux- 
ury of  having  all  of  the  decisions  made  by  a 
committee  of  department  chairmen.  On  the 
other  hand,  the  hazards  involved  in  relying  on 
a single  individual  to  do  all  of  the  planning 
seemed  to  justify  a route  which  was  somewhere 
between  these  two.  Therefore,  we  have  elected 
to  use  a very  small  “planning  team”  and  then 
rely  on  them  to  obtain  outside  consultation  for 
specific  design  problems.  We  will  discuss  the 
planning  team  itself  in  somewhat  greater  detail 
later. 

Faculty  recruitment  will  then  proceed  while 
the  planning  team  is  doing  its  work.  We  will 
start  with  the  three  basic  science  departments 
to  which,  sequentially,  the  medical  student  is 
first  exposed.  This  includes  anatomy,  biochem- 
istry and  physiology.  These  department  heads 
should  be  identified  during  1966  so  that  they 
can  move  to  our  campus  and  begin  recruiting 
their  own  departmental  members  in  time  to  set 
up  and  prepare  the  teaching  materials  for  the 
fall  of  1967.  Shortly  thereafter,  similar  appoint- 
ments will  have  to  be  made  for  microbiology, 
pharmacology  and  pathology.  Naturally,  clini- 
cal medicine  and  its  influence  on  the  student 
and  his  curriculum  should  also  be  represented 
by  this  time.  We  have  allowed  for  this  by  ex- 
erting that  influence  at  the  level  of  the  planning 
team. 
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Doctor  ...You  Know  the  Importance  of 
Guaranteed  Insurability! 

Give  the  children  a gift  that 

GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 


PLUS 

$1,000 

INSURANCE 

PROTECTION 

FOR  ONE  $50 

PAYMENT 

HBA'S  DESIGNOLIFE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  O to  15!/2  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  On  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 

Whether  a parent 
children  will  thank  you 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 

31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 

grandparent — the 
* giving  them  this  gift ! 


Send  for  / V [/  \ free  folder 

THEiHBAILIFE 

INSURANCE  COMPANY 

Phone  258-4885 

TUCSON  MA  3-2421 


The  HBA  Life  insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 

Please  send  folder  on  Designolife  Youth  Estate! 

Name  

Address  

City  State  

MESA  WO  4-5668 
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at  Merck  Sharp  & Dohme... 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


precedes  development 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

C$merck  sharp  & dohme  Division  of  Merck  & Co  . Inc.,  West  Point.  Pa. 

where  today’s  theory  is  tomorrow's  therapy 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  J/2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC./T-icksV:  N.Y. 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264*2101 
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REPRINTS 


A CURRENT  REPORT  ON  ACTIVITIES 
FOSTERING  AREAWIDE  PLANNING  FOR 
HOSPITALS  AND  RELATED  FACILITIES 

The  following  report  is  the  result  of  informa- 
tion gained  while  attending  the  Institute  on 
Areawide  Planning  in  Chicago  in  June  1964 
sponsored  by  The  American  Hospital  Associa- 
tion and  the  First  National  Meeting  on  the  sub- 
ject sponsored  by  The  American  Medical  Associ- 
ation, in  Miami  in  November  1964. 

The  ability  to  plan  is  one  thing  that  sets  men 
apart  from  lower  animals.  Only  a fool  would 
say  that  planning  is  not  necessary  in  any  human 
endeavor  in  which  one  expects  to  achieve  maxi- 
mum beneficial  results.  Therefore,  there  is  a 
need  for  planning  for  hospitals  and  related 
health  facilities.  Futher,  no  hospital  has  ever 
been  built  without  extensive  prior  planning. 

From  this  point  on,  there  is  considerable  vari- 
ance between  my  philosophy  on  the  subject  and 
that  expressed  by  the  majority  of  the  speakers 
at  these  meetings.  In  my  opinion,  areawide  plan- 
ning, as  they  advocate  it,  would  eventually  de- 
stroy our  hospital  and  medical  care  system  as  it 
now  exists.  Their  ideas  of  what  is  needed  are 
at  odds  with  our  age-old  principle  of  free  enter- 
prise in  business  and  professions.  Therein  lies 
the  essential  differences  of  objectives  and  ideals. 

The  following  points  are  advocated  by  the 
areawide  planning  exponents: 

1.  The  area  involved  should  be  large.  (For  in- 
stance, in  Colorado  it  is  advocated  that  the  en- 
tire state  should  be  set  up  as  one  area. ) As  we 
all  know,  the  step  from  state  control  to  federal 
interference  and  control  is  but  a single  step  for 
those  socialistically  inclined  bureaucrats  who 
seek  to  govern  all  aspects  of  our  lives  and 
thoughts. 

2.  Competition  between  hospitals  should  be 
eliminated,  thereby,  they  say,  lowering  hospital 
costs.  My  experience  with  economics  has  been 
that  competition  serves  to  lower  costs  and  im- 
prove services.  It  would  seem  that  these  people 
are  very  close  to  tangling  with  the  law  of  supply 
and  demand.  If  an  oversupply  of  hospitals,  con- 
sistenly,  and  over  an  appreciable  period  of  time, 
raises  hospital  costs,  then  it  may  become  neces- 
sary to  rewrite  our  reasonable  immutable  eco- 
nomic laws.  Although  they  say  that  a decrease 


in  patient  care  costs  is  one  of  the  main  objec- 
tives of  areawide  planning,  they  offer  no  figures 
or  examples  to  show  that  there  has  been  a low- 
ering of  costs  in  areas  where  planning  has  been 
invoked. 

3.  Along  the  same  line  of  reasoning,  they  at- 
tack the  duplication  of  facilities,  particularly 
radiation  units,  cardiac  units,  kidney  machines, 
etc.  I have  yet  to  see  an  example  whereby  the 
addition  of  one  of  these  units  to  a hospital  has 
increased  the  daily  cost  to  any  patient  not  using 
these  units.  Most  of  these  units  are  donated  or 
are  built  with  donations  and  do  not  enter  into 
the  operating  cost  of  the  hospital  in  any  appre- 
ciable amount.  Further,  they  advocate  increased 
specialization  of  hospitals  abandoning  obstetri- 
cal units,  pediatric  units,  and  other  phases  of 
general  medical  care.  To  a limited  extent,  in  a 
large  city,  this  is  feasible.  Carried  to  its  ultimate 
conclusion  of  a hospital  for  every  condition  and 
every  age  group,  it  is  ridiculous  and  would 
prove  much  more  expensive  than  the  “duplica- 
tion of  facilities”  they  condemn. 

4.  Areawide  planning  advocates  freely  admit 
that  such  councils  can  and  should  serve  to  regu- 
late physicians  and  control  their  income!  They 
recommend  that  hospitals  should  be  staffed  by 
salaried  physicians.  One  speaker  at  Miami  went 
so  far  as  to  state  that  physicians  were  merely 
technicians  working  in  a building,  and  as  such, 
should  have  no  voice  in  the  construction,  admin- 
istration, or  use  of  that  building.  This  statement 
was  mildly  challenged  by  the  American  Medical 
Association’s  legal  counsel,  Mr.  Robert  B. 
Throckmorton,  but  the  Chairman  of  the  Ameri- 
can Medical  Association’s  committee  on  Medical 
Facilities,  Dr.  Willard  A.  Wright,  did  not  raise 
any  objection  to  this  reference.  I felt  that  the 
speaker  should  have  been  publicly  requested  to 
apologize  to  the  members  of  the  American  Med- 
ical Association. 

It  was  further  advocated  that  areawide  plan- 
ning should  encompass  all  phases  of  medical 
facilities  and  services,  including  home  care  of 
patients.  Where  will  this  leave  the  private  prac- 
titioner. The  American  Medical  Association’s 
House  of  Delegates  at  Miami  re-expressed  its 
vigorous  opposition  to  any  attempts  to  make 
areawide  planning  of  health  facilities  compul- 
sory. 

5.  It  was  recommended  that  councils  for  area- 
wide planning  should  be  made  up  of  "commuu- 
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ity  trustees.”  That  is,  representatives  from  labor, 
industry,  churches,  welfare  agencies  and  other 
consumers  of  medical  services.  Physicians  should 
not  be  members  of  these  councils  because  they 
would  have  a biased  interest!  Under  the  old 
Hill-Burton  law,  state  advisory  councils  were 
required  to  include  “some”  members  represent- 
ing consumers,  along  with  persons  knowledge- 
able in  the  hospital  field.  The  new  law  requires 
that  consumer  representatives,  have  equal  rep- 
resentation on  the  councils,  interpreted  by  the 
Department  of  Health,  Education  and  Welfare 
to  mean  that  they  must  equal  or  exceed  the  to- 
tal of  all  other  categories  of  members.  Physicians 
and  hospital  management  experts  will  have  to 
be  reduced  in  number,  and  much  greater  trou- 
ble is  anticipated  in  the  future  in  getting  agree- 
ment when  council  issues  involve  consumer  in- 
terests. 

6.  Areawide  Planning  Councils  should  evalu- 
ate patient  care  — the  quality  thereof.  Need  I 
say  more? 

7.  Areawide  Planning  Councils  should  do 
utilization  studies.  The  insurance  companies  and 
plans  find  this  point  much  to  their  liking.  It  has 
even  been  suggested  that  each  disease  and  sur- 
gical procedure  be  assigned  X number  of  days 
as  justifiable  hospitalization,  and  if  X is  exceed- 
ed then  the  attending  physician  must  explain  his 
inefficiency  and  dereliction  of  duty. 

Areawide  Planning  Councils  should  encom- 
pass all  phases  of  health  facilities  — ambulances, 
emergency  care,  indigent  care,  internship  and 
residency  programs,  nursing  homes,  staff  ap- 
pointments. 

But  enough  of  this  cheerful  talk  — who  are 
these  people  in  favor  of  all  these  changes? 

First  there  is  the  federal  government.  Con- 
gress has  allocated  22.5  millions  of  dollars  for 
the  study  and  implementation  of  Areawide 
Planning.  Both  the  Department  of  Health,  Edu- 
cation and  Welfare  and  the  Public  Health  Serv- 
ice are  in  favor  of  it.  And  the  ridiculous  part  of 
it  is  that  the  most  expensive  method  of  hospital 
care  in  the  United  States  today  is  the  Veterans 
Administration  hospital  system.  The  very  system 
that  is  held  up  to  us  as  being  ideal.  How  about 
a utilization  committee  for  them?  Hill-Burton 
also  previuosly  expended  funds  for  study  and 
setting  up  of  area  wide  planning  councils.  Gov- 
ernment officials  appeared  at  both  the  Chicago 


and  Miami  meetings  and  pushed  areawide  plan- 
ning. 

Secondly,  many  of  the  hospitalization  insur- 
ance companies  and  plans  favor  areawide  plan- 
ning, because  they  feel  that  it  will  reduce  hospi- 
tal usage.  Also  they  feel  it  will  discourage  con- 
struction of  additional  hospital  beds  and  they 
operate  on  the  theory  that  “a  new  hospital  bed 
is  an  occupied  bed.”  This  is  not  necessarily  so, 
and  many  variables  influence  hospital  bed  oc- 
cupancy, especially  increase  in  population  and 
shifting  population.  To  accuse  doctors  of  admit- 
ting patients  just  because  a bed  is  empty  is  unjust 
and  cannot  be  borne  out  by  facts.  However,  in 
New  York  and  Michigan,  Blue  Cross  plans  have 
refused  to  enter  into  contract  with,  or  have  can- 
celled contracts  with,  hospitals  that  have  en- 
larged without  the  approval  of  the  Areawide 
Planning  Council.  Further,  the  courts  have  up- 
held the  Blue  Cross  plans  in  each  instance.  Also, 
The  Michigan  and  Maryland  Blue  Cross  plans 
have  refused  to  contract  with  new  proprietary 
hospitals.  There  are  76  Blue  Cross  plans  in  the 
United  States;  one-half  are  involved  in  areawide 
planning  and  one-fourth  support  it  financially. 

The  American  Hospital  Association  has  gone 
on  record  as  favoring  and  is  pushing  Areawide 
Planning,  through  work  shops,  meetings  and  es- 
tablishment of  the  new  “Principles  of  Organiza- 
tion, Management,  and  Community  Relations 
for  Hospitals”.  Many  of  the  state  hospital  associ- 
tions  favor  it.  One  of  their  talking  points  is  that 
it  will  better  utilize  trained  personnel.  All  rural 
and  suburban  hospitals  have  personnel,  includ- 
ing registered  nurses,  working  in  their  hospitals 
who  would  not  be  working  if  they  had  to  travel 
to  a city  for  employment.  They  are  tied  to  their 
present  community  by  their  husband’s  employ- 
ment, by  need  to  be  near  parents,  or  sometimes 
just  by  preference. 

Much  has  been  made  of  the  use  of  the  term 
voluntary  in  speaking  of  area-wide  planning. 
This  is  a farce.  No  voluntary  areawide  planning 
works  without  leverage  or  coercion,  and  the 
New  York  State  Plan  has  been  made  into  law 
by  the  Metcalf-McClosky  Law.  Any  plan  that 
functions  does  so  by  pressure  or  by  law.  The 
use  of  the  word  voluntary  in  this  case  is  mislead- 
ing and  gives  false  security  to  some  individuals. 

Where  do  we  stand  in  Texas!  At  present,  I 
know  of  no  compulsory  area  wide  planning.  The 
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Hamilton  report  for  Dallas  and  Rockwall  coun- 
ties seems  to  advocate  such  and  is  clear  in  its 
recommendations  against  small  hospitals  and 
proprietay  hospitals. 

In  Houston,  the  Harris  County  Medical  Soci- 
ety has  led  the  way  in  working  with  other  agen- 
cies to  do  a locally  controlled,  locally  financed 
study.  This  study  is  being  done  at  one-fifth  the 
cost  proposed  by  the  National  Commission  on 
Community  Health  Services,  due  to  the  volun- 
tary nature  of  the  study.  It  is  controlled  by  local 
people  interested  in  their  own  communities. 

From  my  study  of  Areawide  Planning,  I make 
the  following  recommendations  and  comments. 

1.  Every  member  of  the  health  care  team  in 
Texas  should  resist  any  planning  efforts  man- 
aged or  financed  by  any  outside  agencies  in- 
cluding the  federal  government. 

2.  When  there  seems  to  arise  a need  for  con- 
solidated health  care  planning  in  any  commun- 
ity, then  the  local  citizens  should  set  up  their 
own  study  organization.  This  organization 
should  be  composed  primarily  of  local  physi- 
cians and  other  health  care  exponents,  should 
have  power  only  to  make  recommendations,  and 
should  have  no  access  to  methods  or  funds  to 
require  implementation  of  their  recommenda- 
tions by  legislation,  regulation,  coecion  or  lev- 
erage. 

3.  Physicians  know  more  about  the  health 
needs  of  patients  than  anyone;  they  should  des- 
ignate and  control  this  health  care,  but  should 
look  to  others  in  the  community  for  advice  and 
counsel.  After  all,  hospitals  are  merely  buildings 
and  equipment  which  physicians  use  to  care  for 
their  patients  and  no  third  party  or  agency 
should  be  allowed  to  interfere  with  this  rela- 
tionship. The  physician  must  remain  the  “cap- 
tain” of  the  health  care  team  and  must  make  the 
final  decision  as  to  what  is  best  for  the  patient, 
including  what  is  the  best  hospital  plan.  Phy- 
sicians must  take  greater  part  in  planning  at 
the  local  level.  They  cannot  ignore  the  effect 
that  areawide  planning  will  have  on  their  prac- 
tice. 

The  private  physicians  of  the  United  States, 
with  the  assistance  and  advice  of  those  in  rela- 
ted health  care  fields,  have  produced,  and  are 
daily  furnishing,  the  best  medical  care  in  the 
world.  If  private  physicians  are  no  longer  al- 
lowed to  exist,  to  practice  without  unnecessary 
controls  and  restaints,  then  medical  care  in  the 


United  States  will  become  for  all  citizens  what  it 
has  already  become  in  the  military  services,  in 
Veterans  facilities,  and  in  the  large  indigent 
care  facilities  in  the  cities.  Patients  do  not  want 
long  waiting  lines,  impersonal  care  or  assembly 
line  medicine  in  any  form. 

Originally  printed  in  February,  1965,  Texas  GP  Press. 


24-HOUR  AMBULANCE  SERVICE  *AL  4-4111 


MOTOR  AIMD  AIR 


A.  L.  MOORE  & SOMS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 


PARK  CENTRAL  NORTH 
MEDICAL  BUILDING 

461  West  Catalina 
(Adjacent  to  Saint  Joseph's  Hospital) 
Phoenix,  Arizona 

A FEW  CHOICE  SUITES 
AVAILABLE 

* All  utilities  and  janitor  services  furnished. 

* Complete  offices,  including  built-ins,  floor- 

covering, etc. 

* Covered  carports  for  physicians. 

* Ample  parking  for  patients. 

Further  details  and  leasing  information  may 
be  obtained  by  calling: 

Park  Central  Executive  Offices  264-5575 
or 

L.  W.  Wadleigh 

8 A.M.-5  P.M.  264-5575,  after  5 P.M.  265-4333 


July,  1965 


567 


one  place  your  hay-fever  patient  doesn't  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 


Each  capsule  contains 
8 mg.  of  Teldrin®  (brand 
of  chlorpheniramine 
maleate),  50  mg.  of  phenyl- 
propanolamine hydrochlo- 
ride, and  2.5  mg.  of  isopro- 
pamide,  as  the  iodide. 


...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 
sneezing,  weeping  and  nasal  congestion  for  24  hours  with 
one  'Ornade’  Spansule®  brand  sustained  release  capsule  q12h 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  <fc  French  Laboratories  rt 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


R/X  FOR  FUTURE  PEACE  OF  MIND 


All  of  us  have  good  intentions  about  discharg- 
ing our  obligations  and  carrying  out  our  plans— 
feeding  and  clothing  the  wife  and  children,  see- 
ing the  youngsters  through  college  and  guiding 
them  to  be  self-supporting,  paying  off  the  note 
at  the  bank  and  the  mortgage  on  the  house,  etc., 
etc. 

The  human  animal  depends  to  an  incredible 
degree  on  his  solvency.  Completion  of  one’s 
plans  and  doing  so  in  a tranquil  manner  seems, 
more  and  more,  to  demand  a balanced  budget, 
a financial  reserve,  continuous  financial  prog- 
ress and,  not  of  least  importance,  freedom  from 
the  fear  of  loss! 

Most  of  our  individual  plans  have  an  all  es- 
sential requirement  — TIME!  Yes,  we  need 
time  to  work,  time  to  accumulate  and  time  to 
invest. 

An  unpredictable  percentage  of  us  will  NOT 
have  sufficient  time  to  achieve  the  goals  of  our 
good  intentions.  An  accident  or  serious  sickness 
usually  strikes  without  advance  warning.  Disa- 
bility can  come  at  any  stage  of  life  and  has  no 
respect  for  family  situation  or  socio-economic 
levels  — or  how  much  more  TIME  we  need. 

We  might  resolve  to  change  our  work  sched- 
ules our  dietary  habits  and  other  daily  routines 
to  improve  the  odds  that  we  will  remain  in 
good  health.  Further,  we  might  also  resolve  to 
avoid  all  viruses  and  stay  off  the  freeways  dur- 
ing rush  hours.  Such  resolutions  (if  maintained) 
might  help  lengthen  the  amount  of  T I M E we 
will  have  to  take  care  of  “life’s  requirements 
and  obligations”,  while  we  hope  not  to  become 
statistics. 

There  is  a PRACTICAL,  partial  solution  to 
the  “big  gamble”  with  our  most  important  pro- 
fessional possession  — our  EARNING  POWER! 

The  official  ARMA  Board-approved  Disabil- 
ity Income  Program  has  a noteworthy  record  of 


service  to  our  members.  During  the  past  twelve 
(12)  years,  National  Casualty  Company  has 
provided  prompt,  trouble-free  claims  service, 
paying  over  $500,000.00  in  benefits  to  insured 
ARMA  members.  Portions  of  the  present  Pro- 
gram pay  up  to  Lifetime  for  Accident  and  Sev- 
en (7)  years  for  each  sickness. 

Effective  immediately,  the  Disability  Program 
has  again  been  improved!  Eligible  members  may 
now  apply  for  up  to  $1,000.00  MONTPILY  IN- 
DEMNITY. This  latest  modernization  makes 
this  PROVED  Program  more  attractive  than 
ever. 

We  respectfully  recommend  preparation  for 
the  unknown  time  when  loss  of  professional 
earnings  results  from  an  accident  or  sickness  — 
when  disability  converts  Doctor  to  the  status  of 
patient.  Our  personal  protection  programs  also 
need  periodic  checkups! 

ARMA  maintains  many  advantageous  admis- 
trative  and  service  controls  of  this  Group  Disa- 
bility LOSS  OF  TIME  Program.  Additionally, 
your  Association  acknowledges  another  reason 
for  the  Program’s  continued  success  — the  per- 
sonalized services  of  its  Representatives, 
GEORGE  B.  LITTLEFIELD,  CHARLES  de 
LEEUW  and  RON  DEITRICH  who  have  al- 
ways performed  their  sales  and  service  respon- 
sibilities in  a competent  and  conscientious  man- 
ner. This  Program  results  from  a three-way  co- 
operative effort  — Association,  Insuror  and  Field 
Representatives.  The  result  redounds  to  the  ben- 
efit of  each  and  every  insured  member. 

We  encourage  all  members  whether  or  not 
already  participating  in  the  Program,  to  grant 
appointment  times  to  the  Official  Disability  Pro- 
gram’s Special  Representatives.  They  will  pro- 
vide the  “vital  ingredient”  in  all  good  decisions 
— factual  information. 


July,  1965 


569 


THE  PRESIDENT’S  DINNER  DANCE 


THE  PAST 
AND  THE 
PRESENT 


Dr.  Brewer,  past-pres- 
ident congratulates 
our  new  president, 
Dr.  O'Hare. 


(L  to  R)  Dr.  Jarrett, 
president  - elect,  Mrs. 
Jarrett,  Dr.  Hender- 
son, secretary,  Mrs. 
Henderson,  Mrs.  Dy- 
sterheft  and  Dr.  Dy- 
sterheft,  vice  - presi- 
dent. 
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(L  to  R)  Mrs.  Brewer,  Dr.  Henderson,  Mrs.  Dudley,  Dr.  Jarrett,  Mrs.  Singer,  Mrs.  Henderson  and 
Dr.  O'Hare. 


Dr.  and  Mrs.  Johns.  Mrs.  Johns  is  past-president 
of  the  Women's  Auxiliary. 


Dr.  Dexter,  chairman  of  the  Annual  Meeting  with 
Mrs.  and  Dr.  Estes.  Mrs.  Estes  is  the  new  presi- 
dent of  the  Women's  Auxiliary. 
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(L  to  R).  Mrs.  DuVal,  Dr.  Wood,  Mrs.  Wood,  Dr.  DuVal,  Mrs.  Dudley  and  Dr.  Dudley. 


Dr.  Paul  Singer  re- 
ceives the  A.  H.  Rob- 
ins award  for  Com- 
munity Service  from 
Dr.  James  O'Hare. 
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AESCULAPIUS  AWARD 
WINNERS 


Dr,  Ziehm  Dr.  Clemenger 


Congratulations  are  in  order  for  Doctors  Allen 
Clemenger  and  Donald  Ziehm,  winners  of  the 
Aesculapius  Award  presented  during  the  Asso- 
ciation’s recent  annual  meeting.  The  subject  of 
their  exhibit  was  “Amniocentesis  and  Amniogra- 
phy  — Valuable  Diagnostic  Aids  in  Obstetrics.” 


Dr.  Donavan  F.  Ward,  president  of  the  A.M.A. 
(center)  receives  his  registration  badge  from  Miss 
Joan  Martin  of  the  ArMA  staff.  Dr.  William  B. 
Steen,  president  of  the  ArMPAC  Board  of  Direc- 
tors supervises  the  operation.  Dr.  Ward  was  the 
guest  speaker  at  the  annual  ArMPAC  dinner  held 
in  conjunction  with  the  Annual  Meeting  of  the 
Association. 


THE  TEN  PILLARS  OF 
ECONOMIC  WISDOM 

Just  imagine  an  economy  believing  in  and  living 
according  to  these  principles  — 

1.  Nothing  in  our  material  world  can  come  from 
nowhere  or  go  nowhere,  nor  can  it  be  free;  every- 
thing in  our  economic  life  has  a source,  a desti- 
nation, and  a cost  that  must  be  paid. 

2.  Government  is  never  a source  of  goods.  Ev- 
erything is  produced  by  the  people,  and  every- 
thing that  government  gives  to  the  people,  it 
must  first  take  from  the  people. 

3.  The  only  valuable  money  that  government  has 
to  spend  is  that  money  taxed  or  borrowed  out  of 
the  people’s  earnings.  When  government  decides 
to  spend  more  than  it  has  thus  received,  that 
extra  unearned  money  is  created  out  of  thin  air, 
through  the  banks,  and,  when  spent,  takes  on 
value  only  by  reducting  the  value  of  all  money, 
savings  and  insurance. 

4.  In  our  modern  exchange  economy,  all  payroll 
and  employment  come  from  customers,  and  the 
only  worthwhile  job  security  is  customer  secur- 
ity; if  there  are  no  customers,  there  can  be  no 
payroll  and  no  jobs. 

5.  Customer  security  can  be  achieved  by  the 
worker  only  when  he  cooperates  with  manage- 
ment in  doing  the  things  that  win  and  hold  cus- 
tomers. Job  security,  therefore,  is  a partnership 
problem  that  can  be  solved  only  in  a spirit  of 
understanding  and  cooperation. 

8.  Because  wages  are  the  principal  cost  of  ev- 
erything, widespread  wage  increases,  without 
corresponding  increase  in  production,  simply  in- 
crease the  cost  of  everybody’s  living. 

7.  The  greatest  good  for  the  greatest  number 
means,  in  its  material  sense,  the  greatest  goods 
for  the  greatest  number  which,  in  turn,  means 
the  greatest  productivity  per  worker. 

8.  All  productivity  is  based  on  three  factors:  1 ) 
natural  resources,  whose  form,  place  and  condi- 
tion are  changed  by  the  expenditure  of  2)  hu- 
man energy  (both  muscular  and  mental),  with 
the  aid  of  3 ) tools. 

9.  Tools  are  the  only  one  of  these  three  factors 
that  man  can  increase  without  limit,  and  tools 
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come  into  being  in  a free  society  only  when 
there  is  a reward  for  the  temporary  self-denial 
that  people  much  practice  in  order  to  channel 
part  of  their  earnings  away  from  purchases  that 
produce  immediate  comfort  and  pleasure,  and 
into  new  tools  of  production.  Proper  payment  for 
the  use  of  tools  is  essential  to  their  creation. 

10.  The  productivity  of  the  tools— that  is,  the  ef- 
ficiency of  the  human  energy  applied  in  connec- 
tion with  their  use— has  always  been  highest  in 
a competitive  society  in  which  the  economic  de- 
cisions are  made  by  millions  of  progress-seeking 
individuals,  rather  than  in  a state-planned  soci- 
ety in  which  those  decisions  are  made  by  a hand- 
ful of  all-powerful  people,  regardless  of  how 
well-meaning,  unselfish,  sincere  and  intelligent 
those  people  may  be. 


BOARD  OF  MEDICAL 
EXAMINERS 

The  Board  of  Medical  Examiners  of  the  State  of 
Arizona,  at  a regular  meeting  of  the  Board  held 
Saturday,  May  8,  1965,  issued  licenses  to  prac- 
tice medicine  in  the  State  of  Arizona  to  the  fol- 
lowing doctors  of  medicine. 

LICENSE,  NAME,  ADDRESS  - 

4415,  ADAMS,  Luther  T„  (S)  Southern  Pa- 
cific Mem.  Hosp.,  Tucson. 

4435  BELTZ,  Daniel  (GP),  Lake  Havasu 
City,  Arizona. 

4416  BRASHEAR,  Richard  E.,  (I),  (7/65)  116 
N.  Tucson  Blvd.,  Tucson,  Arizona. 

4417  DUFFEY,  Paul  H.  (I),  (7/65),  116  N. 
Tucson  Blvd.,  Tucson,  Arizona. 

4418  FORKER,  George  N.  (U),  (7/65),  Al- 
vernon  & Fifth  St.,  Tucson,  Arizona. 

4419  GRIESENBECK,  Richard  W.  (GP), 
U.S.P.H.S.  Indian  Hosp.,  Whiteriver,  Arizona. 

4436  HAMMERSTAD,  Lynn  M.  (OPH),  Ari- 
zona State  Hospital,  Phoenix,  Arizona. 

4420  HOLT,  Marsh  H.  (ANES),  Milwaukee 
County  Hosop.,  Milwaukee,  Wise. 

4421  KIMBALL,  John  T.  (I-C),  New  York 
Hospital,  N.Y.,  N.Y. 


4422  LLOYD,  John  H.,  Jr.  (GP),  7251  Gar- 
field East,  Scottsdale,  Arizona. 

4423  MORGAN,  W.  Richard,  Jr.,  (S)  (7/65), 
411  Eighth  St.,  Yuma,  Arizona. 

4424  MORSE,  Leo  M.  (ALR),  25  E.  Wash- 
ington St.,  Chicago,  Illinois. 

4437  MUNDALL,  Raymond  V.  (GP),  (6/65), 
Youngs  Building,  Sedona,  Arizona. 

4445  NEWMAN,  Alex  (R),  1796  S.  W.  Mont- 
gomery Dr.,  Portland,  Oregon. 

4425  NEWMAN,  Harry  (R),  1440  S.W.  Tay- 
lor St.,  Portland,  Oregon. 

4438  PARKER,  Barbara  J.  (GP),  Oregon  State 
University,  Corvallis,  Oregon. 

4434  PEREZ,  Jose  M.  (PD),  Arizona  State 
Hospital,  Phoenix,  Arizona. 

4439  PFANNER,  Eugene  F.  (GP),  Medical 
Clinic,  Green  Valley,  Arizona. 

4426  POLLMAN,  Stanley  E.  (GP),  109  La- 
Bree  Ave.,  S.,  Thief  River  Falls,  Minn. 

4446  RICHTER,  Herschel  M.  (I-C),  3425 
Lorring  Dr.,  Washington,  D C. 

4427  ROTH,  Sanford  H.  (Rheumatology),  800 
N.  1st  Avenue,  Phoenix,  Arizona. 

4428  SELL,  Irl  T.  Ill  (ANES),  1313  North 
2nd  Street,  Phoenix,  Arizona. 

4440  SHEAR,  Lawrence  M.  (GP),  8822  N.  1st 
Street,  Phoenix,  Arizona. 

4441  SORIANO,  Jose  G.  (GP),  Pima  County 
Hospital,  Tucson,  Arizona. 

4444  ST.  AUBIN,  Paul  M.  (R),  8128  Farnam 
Drive,  Omaha,  Nebraska. 

4429  SWITZER,  Richard  W.  (U),  (7/65),  601 
N.  Wilmot  Rd.,  Tucson,  Arizona. 

4430  TURNER,  Robert  S.  (OR),  5200  Gibson 
Blvd.,  S.E.,  Albuquerque,  N.M. 

4431  VAN  ARSDELL,  Roger  C.  (S),  V.A. 
Westside  Hospital,  Chicago,  Illinois. 

4432  WAGGENER,  John  D.  (PATH),  350 
W.  Thomas  Road,  Phoenix,  Arizona. 

4442  WILCOX,  Glenda  J.  (GP),  1722  West 
Hatcher  Road,  Phoenix,  Arizona. 

4433  WILSON,  Robert  M.  (I),  462  Grider  St., 
Buffalo,  N.Y. 

4443  YOUNG,  Larry  I.  (S),  Maricopa  County 
General  Hosp.,  Phoenix. 
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COMMENTS  OF  THE  WITNESSES 


Senate  Finance  Committee  hearings  on  H.R. 
6675,  "Hospital  Insurance,  Social  Security, 
and  Public  Assistance  Amendments  of  1965." 


Nelson  Cruikshank,  Social  Security  Director  of 
the  AFL-CIO,  said  “the  extension  of  the  proven 
principle  of  contributory  social  insurance  to 
meet  the  major  health  costs  is  of  far-reaching 
and  historic  significance.  Nearly  every  other  in- 
dustrial country  in  the  world  took  this  step 
years  ago.” 

The  AFL-CIO  official  said  the  $50  deductible 
and  20  per  cent  out-of-pocket  payment  for  med- 
ical bills  under  the  supplementary  medical  in- 
surance plan  will  “for  a majority  of  older  per- 
sons constitute  a real  hardship.  For  some,  it 
may  be  insuperable.” 

Cruikshank  said  another  concern  of  labor  was 
the  quality  of  medical  care,  stating  that  under 
some  private  plans  there  has  been  an  escalation 
of  physicians’  fees,  unnecessary  surgery,  lack  of 
a guarantee  that  procedures  were  performed  by 
the  best  qualified  men,  and  unnecessary  hospi- 
talization. “It  must  be  assumed  that  physicians 
under  this  new  program  will  act  in  accordance 
with  the  best  traditions  of  their  profession;  and 
that  those  few  who  may  abuse  the  new  program 
for  private  gain  will  be  subjected  to  the  dis- 
cipline of  their  profession,”  he  said. 

“The  accomplishments  of  group  practice  plans 
are  gradually  attracting  increasing  support 
among  trade  unions,”  Cruikshank  said.  “Not 
only  from  our  own  interest  but  because  of  their 
value  as  yardsticks  against  which  efficiency  and 
costs  of  other  methods  of  providing  and  paying 
for  medical  care  can  be  evaluated,  we  believe 
it  essential  that  this  bill  and  the  Secretary’s  ad- 
ministration of  it  clearly  authorize  and  foster 
the  continued  existence  and  development  of 
these  plans,  and  especially  their  methods  of  com- 
pensating physicians  on  other  than  a fee-for- 
service’  basis.” 


Referring  to  labor’s  long  advocacy  of  a federal 
medical  program,  Cruikshank  said,  “we  could 
say,  in  all  modesty,  that  the  nation  has  caught 
up  with  us,  that  our  position  has  been  vindi- 
cated.” 

Under  questioning,  Cruikshank  said  the  AFL- 
CIO  believes  other  “improvements”  should  be 
made  in  the  bill,  but  that  “we  are  not  going  to 
urge  this  now.  We  must  give  priority  to  the 
health  care  program.”  Asked  by  Sen.  Frank 
Carlson  about  pressures  to  reduce  the  age  65 
limit,  the  witness  said  “we  are  faced  with  auto- 
mation” which  will  require  adjustments  in  work- 
ing customs  and  that  part  of  this  “burden”  will 
have  to  be  taken  up  by  the  Social  Security 
mechanism,  apparently  referring  to  earlier  re- 
tirement benefits. 

Sidney  Zagri,  legislative  counsel  of  the  Team- 
sters Union,  read  a statement  contending  among 
other  things  that  the  bill  would  not  protect  “the 
retiree  from  the  bilking  practices  of  the  medical 
profession— overcharges,  unnecessary  operations, 
uncalled  for  stays  in  the  hospital.”  He  said  Blue 
Cross  is  suggesting  “a  cozy  arrangement  be- 
tween the  doctors  and  Blue  Cross  in  the  sched- 
uling of  fees’  under  the  bill. 

Zagri  recommended  that  costs  and  fees  be 
left  entirely  up  to  the  government;  that  fees  be 
fixed;  that  the  program’s  fees  constitute  the  en- 
tire payment  to  the  physicians;  and  a fixed  fee 
for  the  physician’s  certification  of  a patient  to 
the  hospital. 

Medicare  will  be  a bonanza  to  the  nation’s 
physicians,  Zagri  said. 

Zagri  recommended  removing  all  deductibles. 
He  backed  the  Douglas  amendment  to  include 
hospital  specialists  under  Medicare  and  a drug 
stamp  plan  sponsored  by  Sen.  Vance  Ilartke 
(D.,  Ind.). 
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RESOLUTION  ADOPTED  BY  THE  HOUSE 
OF  DELEGATES  OF  THE  ASSOCIATION 
OF  AMERICAN  PHYSICIANS  AND  SURGEONS 


WHEREAS,  the  practice  of  private  medicine 
has  provided  residents  of  the  United  States  with 
the  highest  quality  medical  care  obtainable  any- 
where, and 

WHEREAS,  the  Mills  bill  HR-6675,  proposes 
a government  program  of  socialized  hospitaliza- 
tion and  medical  care  for  the  aged,  and 

WHEREAS,  such  a program  would  destroy 
the  patient-physician  relationship  so  essential  to 
the  best  medical  care,  and 

WHEREAS,  such  a socialized  program  by 
regimenting  physicians  and  their  patients  will 
lead  to  inferior  medical  care  as  it  has  in  other 
countries,  and, 

WHEREAS,  it  is  the  ethical  and  moral  obli- 
gation of  physicians  to  take  whatever  action  is 
necessary  to  protect  their  patients  from  inferior 
medical  care,  and, 

WHEREAS,  non-participation  is  the  one  re- 
maining means  by  which  physicians  can  protect 
their  patients  from  the  deterioration  of  medical 
care  resulting  from  socialized  medical  care 
schemes,  and 

WHEREAS,  voluntary  non-participation  by 
individual  physicians  in  any  scheme  deemed  by 
them  to  be  detrimental  to  their  patient’s  welfare 


CHEST  PHYSICIANS 
RESIDENT  LOAN  FUND 

The  American  College  of  Chest  Physicians 
offers  loans  to  resident  physicians  in  the  United 
States  and  Canada  to  assist  them  in  completing 
their  residencies  in  cardiovascular  and  pulmon- 
ary diseases.  The  Resident  Loan  Fund  was  es- 
tablished by  the  Board  of  Regents  of  the  Col- 
lege. Acceptable  residents  may  borrow  up  to 
$3,000.00  at  3 per  cent  interest.  These  loans  are 
available  to  both  medical  and  surgical  residents 
in  approved  hospitals. 

Application  forms  may  be  secured  by  writing 
to  the  Committee  on  Resident  Loan  Fund, 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago,  Illinois  60611. 


is  legal,  morally  right,  and  ethical,  and 

WHEREAS,  non-participating  means  that 
physicians  will  continue  to  serve  their  patients 
as  before  but  will  refuse  to  deal  with  a third 
party  that  intrudes  into  the  private  relationship 
between  patients  and  their  physicians; 

THEREFORE,  BE  IT  RESOLVED  that  the 
House  of  Delegates  of  the  Association  of  Amer- 
ican Physicians  and  Surgeons,  Inc.,  in  regular 
session  assembled  in  Chicago,  Illinois  this  10th 
day  of  April,  1965  opposes  HR-6675  and  all  sim- 
ilar legislation,  and 

BE  IT  FURTHER  RESOLVED  that  the  As- 
sociation of  American  Physicians  and  Surgeons, 
Inc.,  conduct  a nationwide  campaign  recom- 
mending that  all  ethical  physicians  pledge  them- 
selves individually  not  to  participate  in  HR-6675 
and  all  similar  legislation  and  to  inform  their 
county  medical  society  and  their  state  medical 
association  of  their  decision. 

Association  of  American  Physicians  and  Surgeons 
185  North  Wabash  Avenue  — Chicago,  Illinois 


We  call  your  attention  to  a similar  resolution  #10  passed  by 
the  House  of  Delegates  of  the  Arizona  Medical  Association  at 
their  meeting  in  Tucson  on  May  1,  1965.  See  page  514. 


WESLEY  W.  HALL,  M.D. 

MEMBER,  BOARD  OF  TRUSTEES,  A.M.A. 
SPEECH  BEFORE  GENERAL  SESSION- 
HOUSE  OF  DELEGATES 
ARIZONA  MEDICAL  ASSOCIATION, 
WEDNESDAY,  APRIL  28,  1965 
TUCSON,  ARIZONA 

Thank  you,  Mr.  President.  Members  of  the 
House,  visitors.  It’s  a real  pleasure  for  me  to  be 
with  you  today.  It  was  a pleasure  to  be  with 
you  last  night.  It’s  always  nice  to  renew  old 
friendships,  and  I hope  to  make  new  ones.  I 
think  this  is  one  of  the  failings  that  we  have  had 
in  the  level  of  general  officers  of  the  American 
Medical  Association,  in  not  taking  the  time  to 
visit  with  you  men  who  are  the  backbone  of 
medicine;  to  talk  with  you,  to  see  what  you  are 
thinking;  and  I sincerely  believe  that  the  con- 
structive help  that  we  have  in  the  future  of  our 
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profession  will  come  from  the  grassroots  com- 
munities, and  from  the  rural  states,  and  Arizona 
is  a rural  state.  Having  been  in  forty-five  of  the 
forty-eight  continental  states  in  the  last  few 
years,  I can  tell  you  this:  that  the  thinking  of  the 
Middle  West  and  the  West  is  entirely  different 
than  the  thinking  of  the  Atlantic  Seaboard  and 
their  Ivy-league-towered  schools  of  medical 
learning.  And  I sincerely  hope  in  your  new 
medical  school  here,  and  I am  sure  that  you  will 
have  men  who  are  broad  in  their  concepts  of 
what  our  problems  are  today  and  who  will  edu- 
cate doctors  of  tomorrow  to  be  real  physicians 
and  not  rubberstamp  professionals. 

Last  night  I had  the  privilege  of  attending 
your  Board  of  Directors  meeting;  and,  after  one 
of  the  several  Donnybrooks  that  were  held  dur- 
ing the  course  of  the  evening,  the  Chairman  of 
your  Board,  who  I believe  is  the  Vice  Speaker 
of  your  Association,  called  on  me  to  make  a few 
comments.  Well,  gentlemen,  this  was  a nice 
Donnybrook.  This  reminded  me  of  being  at 
home  and  I was  a little  bit  afraid  to  open  my 
mouth  and  to  offer  any  comment,  or  any  sug- 
gestion, or  any  constructive  criticism  whatso- 
ever. So  I tried  to  gracefully  fade  out  of  this 
particular  and  listen  to  another  couple  of  hours 
of  your  deliberations  which  were  very  interest- 
ing. Perhaps  some  of  you  might  wonder  what 
I am  doing  here,  as  a sort  of  self-invited  visitor. 
I’ll  tell  you  what  I am  doing  here.  I’m  trying  to 
find  out  what  you  fellows  think;  what  you  think 
at  the  local  level  and  what  you  think  at  the  state 
level;  and  what  you  think  of  the  American  Medi- 
cal Association,  the  mother  organization.  The 
Association  screens  all  of  the  ideas  of  each  of  its 
203,000  members  and  tries  to  bring  these  ideas 
into  focus  and  set  up  a policy.  It’s  pretty  hard 
to  get  an  idea,  I hope  not  too  many  Press  are 
here,  but  it’s  pretty  hard  to  get  an  idea  of  the 
larger  medical  societies  of  10,000  and  20,000 
members.  The  fellows  in  the  Middle  West  and 
the  West  have  room  to  think.  They  are  men  of 
vision.  It’s  an  unfortunate  thing  that  every  ill- 
ness has  its  functional  and  biological  and  physi- 
cal characteristics;  and,  out  of  this,  we  have 
added  the  political  aspects.  It’s  interesting  his- 
torically that  medicine  had  no  particular  prob- 
lems at  all  with  government  until  a quarter  of  a 
century  ago,  in  fact  exactly  26  years  ago.  And 
this  was  when  I got  my  feet  wet  on  the  problem 
of  governmental  medicine. 


You  will  recall  that  in  the  days  of  the  Great 
White  Father,  when  Josephine  Roche  was  ap- 
pointed to  investigate  and  screen  the  entire 
United  States  of  America  and  come  up  with  a 
master  plan  for  socialized  medicine,  and  at  this 
time  a program  was  offered  in  1939  which  would 
call  for  $8,900,000,000  to  take  over  the  entire 
medical  profession  and  the  hospitals.  Germany 
moved  into  Poland,  and  this  clobbered  this  par- 
ticular program.  Then  we  did  all  right  until 
after  the  war;  and  we  have  had  year-after-year 
deliberations  of  our  governing  body  in  Wash- 
ington, D.  C.,  to  try  to  help  the  poor  people  of 
this  country  in  providing  medical  care.  But  my 
contention  is  this:  what  is  wrong  with  the  medi- 
cal care  we  have  in  this  country  today?  Its 
the  finest  in  the  world.  We’ve  got  a focus  on 
medical  care  of  people  65  years  of  age  and  above, 
those  that  are  statutorily  senile.  What’s  wrong 
with  the  medical  care  we’ve  had?  If  one  would 
read  the  newspapers  and  listen  to  the  commen- 
tators, one  would  think  that  everyone  65  years  of 
age  and  above  is  in  a wheelchair,  or  on  his  last 
legs;  and  this  is  not  true.  We  have  had  publi- 
cized the  big  lie;  and  I guess  we  must  call  it 
exactly  what  it  is:  the  big  lie.  We  have  had 
this  publicized  now  for  the  last  twenty  years, 
consistently  and  continuously.  A lot  of  the 
people  have  been  spoon-fed  the  things  that  pro- 
ponents of  socialization  have  had  as  their  ulti- 
mate goal.  It’s  rather  interesting  that  in  Feb 
ruary  1961,  Dr.  Leonard  Larson,  then  Presideni 
of  the  American  Medical  Association,  wrote  to 
every  Governor,  every  Congressman,  and  every 
Senator  asking  if  any  of  them  knew  of  a single 
instance  of  a senior  citizen  who  was  in  need  ol 
medical  care,  who  had  applied  for  it,  and  had 
been  unable  to  obtain  it  because  of  lack  of  fin- 
ances. And  you  know  how  many  replies  he  got- 
not  one  single  answer.  It  is  my  contention  that 
the  King-Anderson  Bill  is  nothing  in  the  world 
but  a plea  for  a potential  bloc  of  eighteen  million 
votes.  This,  to  me,  is  all  King-Anderson  is  be- 
cause certainly  there  is  not  the  medical  need  for 
care  of  the  older  citizens  of  this  country.  And 
I think  we,  as  doctors,  are  going  to  have  to  do 
something  about  it.  We  have  the  political  aspects 
of  medicine.  We  have  been  pretty  naive  in  poli- 
tics. We’re  learning  and  we’re  learning  the  hard 
way  and  were  learning  slowly;  but  this  is  going, 
to  take  teamwork  at  the  local  level,  at  the  state 
level,  and  at  the  national  level,  to  prevent  a com- 
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plete  socialization  of  medicine.  Because,  gen- 
tlemen, let’s  face  it,  the  powers  that  be  have 
the  horses  in  Washington,  D.  C.,  and  they  could 
cram  it  down  our  throats  whether  we  wanted  it 
or  not.  The  subject  of  non-participation  has 
come  up.  I will  not  discuss  that  at  all.  But  I'll 
talk  about  what  we  can  do.  What  we  can  do 
to  forestall  — the  physician  of  America  remaining 
as  a free  individual;  free  to  choose  his  patients, 
and  patients  free  to  choose  their  own  physicians, 
and  carry  out  the  best  treatment  that  he  deems 
to  be  in  the  best  interest  of  the  patient  and  the 
American  public.  The  AMA  was  founded,  in 
1847  and  Article  Two  on  Objects  says  this:  “The 
object  of  this  Association  shall  be  the  promotion 
of  the  science  and  art  of  medicine  and  the  bet- 
terment of  the  public  health.”  And  this  has  not 
changed  since  this  time,  since  1847.  The  better- 
ment of  the  public  health,  this  is  where  our  in- 
terest comes  in  in  politics. 

What  is  the  best  interest  of  the  public  health? 
We  do  not  believe  that  a form  of  socialized  medi- 
cine, and  incidentally  the  politicians  don’t  like 
this  term,  socialized  medicine,  they  have  been 
trying  to  get  us  to  coin  another  term,  federal 
medicine,  you  name  it,  but  it  is  Still  socialized 
medicine.  I think  that  we  are  going  to  have  to 
become  better  organized  at  a local  level,  at  a 
state  level  and  at  a national  level.  You  fellows 
of  the  American  Medical  Association,  the  de- 
liberations that  you  have,  the  decisions  you  make, 
these  are  the  things  that  govern  us  at  a national 
level,  and  we’ve  got  to  know  each  other  a little 
better.  It’s  pretty  hard  and  we  get  a little  punchy 
at  times  sitting  in  Washington,  D.  C.  and  Chi- 
cago, Illinois,  with  problem  on  top  of  problem, 
particularly  when  we  run  into  brute  strength  as 
far  as  political  power  is  concerned.  It’s  pretty 
hard  to  keep  your  head  above  water  and  remain 
a little  bit  lucid;  and,  at  the  same  time,  a little 
practical  and  to  foresee  the  future.  But  I would 
encourage  every  one  of  you  at  the  local  level  to 
go  in  to  see  who  your  local  officials  are,  your 
county  officials,  and  your  state  officials;  and  let’s 
fight  through  our  AMPAC  for  our  national  offi- 
cials. There  are  182  Members  in  Congress  today 
who  are  nothing  in  the  world  but  rubber-stamp 
members  of  the  labor  unions.  Their  voting  rec- 
ord has  been  100%.  One  hundred  and  eighty- 
two  members  out  of  435  Members  in  Congress. 
I’m  not  opposed  to  labor  unions.  I’m  opposed 


to  some  of  the  leaders  of  the  labor  unions.  I’m 
not  opposed  to  Social  Security,  but  I’m  opposed 
to  Social  Security  taxes  in  the  way  they’re  ad- 
ministered and  what  they  propose  in  the  way  of 
health  care  for  the  aged.  I think  Social  Security 
insurance  is  good.  We  get  into  definitions  of 
these  various  problems  that  we  have,  then  we 
learn  the  differences.  But  I think  we’ve  got  to 
learn  together. 

I recall  in  Reno  two  years  ago  we  had  had  a 
lousy  city  administration.  We  had  twenty-five 
men  get  together  and  completely  kicked  out  our 
city  administration,  and  we  have  a fine  one  now, 
Mr.  Mayor.  We  have  a fine  one.  People  who 
are  doing  the  things  that  the  city  wants  to  do. 
The  things  that  are  progressive;  not  a Great  So- 
ciety, but  the  things  that  refine  society.  And  I 
would  encourage  you  to  become  more  active  in 
politics.  Politics  is  not  dirty.  Since  1776,  the 
signing  of  the  Declaration  of  Independence, 
every  session  of  Congress  since  1789  has  had  a 
representative  from  the  medical  profession.  We 
have  only  two  now.  We  have  only  two  who 
think  as  we  do;  we  have  a couple  of  others.  They 
are  a little  bit  left-wing,  but  we  are  down  to  two 
now.  Last  year  we  had  seven.  The  year  before 
last  we  had  seven.  I wish  that  every  State  could 
have  a Member  of  Congress  from  the  medical 
profession.  This  takes  sacrifice  on  our  parts,  but 
I would  encourage  you  to  become  more  inter- 
ested in  your  community  affairs.  You  are  inter- 
ested in  your  work.  You  are  tired  after  long, 
long  hours  of  work  every  day.  I don’t  know  of 
any  doctor  in  the  active  practice  of  medicine 
who  has  a forty  hour  week.  However,  I have 
been  visiting  with  quite  a number  of  you  here. 
As  to  the  amount  of  time  you  put  into  the  prac- 
tice of  medicine,  sixty-five  hours,  seventy,  sev- 
enty-five hours  a week.  This  is  pretty  tough. 
We  get  punchy  and  we  don’t  take  time.  It  isn’t 
that  we  don’t  have  time,  but  we  don’t  take  time 
to  participate  in  community  affairs.  But  of  the 
greatest  potential  political  interest  today  is  the 
American  physician.  And  for  goodness  sake,  do 
not  believe  what  you  read  in  the  paper  that  the 
American  Medical  Association  and  the  individual 
doctor  is  not  popular  with  the  average  rank-and- 
file  of  the  public  of  America.  The  people  in 
America  like  their  doctors,  they  are  their  closest 
personal  friends.  We  have  a tremendous  job  to 
do  in  this  society  of  ours  in  coming  to  a con- 
census of  thinking  to  get  America  back  to  where 
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it  should  be.  A Great  Society  yes,  but  a little 
different  society  than  has  been  depicted  for  us 
in  the  last  few  months  in  Congress. 

And  so  may  I say  again,  one,  that  it’s  a real 
pleasure  to  be  with  you.  May  I encourage  you 
to  take  more  interest,  not  only  in  your  scientific 
affairs  and  the  practice  of  medicine,  but  in  the 
local  civic  affairs  and  in  the  political  affairs;  and 
in  this  particular  State,  I know  you’ve  been  very 
active.  The  things  I say  to  you  probably  don’t 
apply  as  much  as  they  do  to  a lot  of  other  states. 
Let’s  not  lose  confidence  at  a local  level  in  our 
state  leaders,  and  let’s  not  lose  confidence  at  a 
state  level  in  our  national  leaders  in  the  medical 
profession.  I know  the  men  in  535  North  Dear- 
born Street.  They  are  human  beings  just  like 
you  are.  They  are  tired  just  as  you  are.  They 
are  trying  to  do  the  best  they  can.  And  I think 
the  are  going  to  do  the  job,  and  I think  they  are 
doing  a good  job.  We’ve  had  our  failures  yes. 
We’ve  had  our  disappointments,  but  let’s  all  pull 
together.  And  I’ll  tell  you  this— in  medicine  news 
for  a thousand  years,  there  will  still  be  freedom 
in  the  practice  of  medicine  and  it  will  be  be- 
cause of  you  and  the  things  you  do.  Thank  you 
very  much,  Mr.  President. 


Golf 

A most  successful  tournament  was  conducted 
on  Wednesday,  April  28,  at  Oro  Valley  Country 
Club  by  the  golfing  members  of  our  fraternity 
under  the  capable  direction  of  Chairman  Fred 
Landeen.  Low  Gross  winners  were  Tom  Wil- 
moth, 19;  Shaw  McDaniel,  80;  and  Jack  Zeluff, 
83.  Obviously  all  sandbaggers,  the  low  net  win- 
ners under  genial  George  Shaefer’s  Bankers 
handicap  system,  were:  Nat  Bloomfield,  63; 

Gordon  Leitch,  64;  Bob  Oliver,  65;  S.  Shapiro 
and  C.  Peterson,  67;  Fred  Landeen,  68;  Max 
Costin  and  Lowell  Wormley,  69;  and  in  a photo 
finish  with  70  s,  were  Ken  Dregseth,  Norm  Ger- 
lick  and  Chuck  Willingham.  All  prizes  were 
and  are  available  through  Pro  George  Shaefer 
at  Oro  Valley. 

Everybody  had  a wonderful  time,  the  course 
was  in  excellent  shape  and  to  the  non-winners, 
sharpen  your  stick  fellows  and  better  luck  next 
year  at  Scottsdale. 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Barar.owski,  Counseling  and  Guidance 
Jeff  Bkke,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 
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K.  A.  Tyma— Phoenix 


R.  C.  Hardt — Tucson 


“We’re  puzzled”*... 

• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 

1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 
3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 

H 


M0 

ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid 
tablets  offered  on  your  new  continuous  Physicians  Personal 
Use  Program. 


. M.D. 


ADDRESS 


CITY 

% gr.  V2  gr.  1 gr. 
Please  circle  potency  requested. 


STATE  ZIP  CODE 

2 gr.  3 gr.  5 gr. 


L I 
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MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  & MEXICO 


TENTH  ANNUAL  REUNION  OF  THE  MEDICAL 
SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


v #0  jgagafc 


the  Hotel  Playa  de  Cortez. 

Hermosillo  has  many  fine  hotels,  including 
the  San  Alberto,  Hotel  De  Anza  and  Motel  Gan- 
dara.  We  are  now  negotiating  with  the  hotels, 
trying  to  get  special  rates  for  all  members. 

Transportation  to  Hermosillo  is  easy  by  plane 
or  auto.  The  roads  are  paved  all  the  way,  and 
the  distance  from  Nogales,  Sonora,  can  be  cov- 
ered easily  in  three  hours  by  car.  There  is  daily 
plane  service  between  Tucson  and  Hermosillo, 
the  flight  leaving  Tucson  at  10:50  AM  with  ar- 
rival in  Hermosillo  at  12  Noon. 

Let’s  make  definite  plans  to  attend,  combining 
a fine  scientific  meeting  with  a marvelous  vaca- 
tion. More  detailed  information  will  be  pub- 
lished in  forthcoming  issues  of  Arizona  Medi- 
cine. 


The  Steering  Committee  of  the  Medical  Soci- 
ety of  the  United  States  and  Mexico  has  chosen 
the  18th,  19th  and  20th  of  November  1965  for 
our  Tenth  Annual  Reunion  in  Hermosillo,  So- 
nora. 

Plans  for  the  scientific  program  are  nearing 
completion.  A wide  variety  of  papers  and  panel 
discussions  by  physicians  by  both  countries  will 
be  presented. 

We  will  have  an  opportunity  to  savor  the  tra- 
ditional warm  Mexican  hospitality,  and  recrea- 
tional activities  including  a bowling  tournament 
and  a turkey  shoot  which  are  to  be  included  in 
the  social  program. 

On  the  21st  of  November  a trip  to  Guay  mas 
is  scheduled.  This  will  include  a sight-seeing 
tour  around  the  city  and  the  bay,  with  lunch  at 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  B.ENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph  D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


..  PMMAm 

clinical  psychology 
psychiatric  social  work 

and  family  counselling 


S051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
AM  4-4111 
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Striking  the  right 


‘Actidil’,  one  of  the  most 
potent  of  antihistamines, 
strikes  the  right  note  in 
the  treatment  of  allergies. 


As  in  the  case  of  other  anti- 
histaminic  agents,  excessive 
dosage  may  produce  drowsi- 
ness. Patients  should  be 
advised  to  postpone  poten- 
tially hazardous  activities 
requiring  mental  alertness 
until  the  optimum  dosage 
level  has  been  determined. 


ACTIDIL 


brand 


TRIPROLIDINE 

HYDROCHLORIDE 


TABLETS  & SYRUP 


in  allerg 


zes 


Complete  information  available  from  your  local  ‘B.W.&Co.’ 
Representative  or  from  Professional  Service  Dept.  PML. 


JZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


582 


Arizona  Medicine 


THE  STilART  COMPANY  • PASAOENA.  CALIFORNIA  • DIVISION  OF  ATLAS  CHEMICAL  INDUSTRIES.  INC. 


Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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Physicians’ 

ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 

5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


Directory 

ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


Pharmacy  Directory 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 
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Classified 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 


PHYSICIANS  WANTED.  Positions  available  July 
1,  1964  for  well  qualified,  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona.  An  equal  opportunity  employer. 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  Marcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


WANTED;  Licensed  Physician  for  evening  and 
weekend  coverage  within  100  miles  of  Phoenix. 
Salary;  $75.00  per  evening.  Reply:  Box  64-9, 
P.O.  Box  128,  Scottsdale,  Arizona. 


FOR  SALE:  SEDONA-OAK  CREEK  AREA:  Unex- 
celled scenic  building  lot,  1.4  acres.  Oak  Creek 
frontage.  360-degree  view.  Corral  available  on 
development.  TERMS.  Contact:  K.  H.  Benson, 
M.D.,  Box  219,  Sedona,  Arizona.  Tel.  282-3661. 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


SITUATION  WANTED:  Board  Certified  General 
Surgeon;  age  39  years;  married  with  family; 
licensed  in  Arizona;  FACS:  desires  association 
with  group  or  individual  in  practice  of  surgery. 
No  objection  to  limited  general  practice.  Avail- 
able for  personal  interview  for  mutual  evaluation. 
Reply  Box  64-3,  P.  O.  Box  128,  Scottsdale,  Ariz. 


TUCSON,  ARIZONA,  LARGE  THRIVING  GENERAL 
PRACTICE  FOR  SALE.  Fully  equipped  office  and 
laboratory  — no  X-ray,  7 treatment  rooms,  re- 
frigerated air  conditioning.  NO  INVESTMENT. 
Buy  practice  and  equipment  from  earnings.  Will 
introduce. 

Contact:  M.  M.  Mandel,  M.D. 

5667  E.  22nd  Street 
Tucson,  Arizona  298-3383 
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FOR  LEASE:  TWO  DOCTOR'S  SUITES  available  on 
the  1st  floor;  515  sq.  ft.  and  813  sq.  ft.  Will 
remodel  to  suit  tenant.  Choice  location,  adjacent 
to  GOOD  SAMARITAN  HOSPITAL,  and  many 
other  advantages.  Well  established.  For  additional 
information  contact:  GRUNOW  MEMORIAL  MED- 
ICAL BUILDING,  252-0494. 


WANTED  — Staff  Physicians  (3)  General  Prac- 
titioners 45  or  under  to  assist  Attending  staff 
and  General  Practice  Residents  in  260  bed  gen- 
eral hospital.  Annual  appointment  preferred. 
$1  5,000-$l  7,000  depending  on  training  and  ex- 
perience. Contact  Medical  Director,  San  Luis 
Obispo  General  Hospital,  San  Luis  Obispo,  Cali- 
fornia PHONE:  805-543-1500. 


You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  Arizona 
Medicine. 

Orders  must  be  placed  within  15  days 
after  date  of  publication.  Minimum 
charge  applies  for  100  copies  or  less. 

The  cost  is  very  reasonable.  For 
further  information  write  to— 

ARIZONA  MEDICINE 

P.  O.  Box  128 
Scottsdale,  Arizona  85252 
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The  big  question  has  been  answered  for  many  people.  The  report  of  the 
Surgeon-General  on  Smoking  and  Health  gave  strong  support  to  the 
overwhelming  evidence  accumulated  by  the  American  Cancer  Society 
over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational 
efforts,  with  teen-agers  the  specific  target.  Many  private  and  government 
agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon- 
General’s  report  has  been  blurred  with  the  passage  of  time.  Unless  those 
with  the  responsibility  for  protecting  health  act  vigorously,  the  public 
will  continue  to  lose  sight  of  the  risk... and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults 
to  stop  smoking  cigarettes?  How  to  influence  teen-agers  not  to  start? 
How  to  help  those  who  want  to  stop  but  can’t? 

Between  us,  doctor,  we  must  find  the  answers. 

american  cancer  society 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  i 
edge  off 
in  mood 
within  t; 
and  ren< 
tion  to  ti 

Contraindications  and  Precautions:  Persons  with  a history  of 
porphyria  should  not  receive  barbiturates  in  any  form.  Adminis- 
tration in  the  presence  of  uncontrolled  pain  may  produce  excite- 
ment. Amytal  should  be  used  with  caution  in  patients  with  de- 
creased liver  function,  since  a prolongation  of  effect  may  occur. 
Warning— May  be  habit-forming.  Side-Effects:  Idiosyncrasy  or 
allergic  reactions  to  the  barbiturates  may  occur.  Dosage:  Doses 
should  be  individualized  for  each  patient.  The  usual  adult  seda- 
tive dosage  ranges  from  30  mg.  (1/2  grain)  to  50  mg.  (3/4  grain) 
two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  Indian- 
apolis. Indiana. 


AMYTAL* 

AMOBARBITAL 
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help  restore 
i stabilize  the 
estinal  flora 


or  fever  blisters 
nd  canker  sores 
F herpetic  origin 


TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1'  3'4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5' f’ 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(1)  Frykman , H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  ( 2 ) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
( 3 ) McGivney,  J. : Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1 , 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  St  DUNNING,  INC. 


(LXOZ) 


IK 


BALTIMORE,  MARYLAND  21201 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

I.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

For  Leasing  Information  Call 
ED  POST  REALTY 
946-4231 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

:;!Swartz,  C.,  et  ah:  Circulation 
28:1042,1963. 


0 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 
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In  terms  of  sodium  excretion,  2 tablets  of  Hygroton, 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide. 1 Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic. 


NlZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamim 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 

Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  les 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  mi.  and  in  bottles  of30ml.with  drop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadi!  (brand  of  thenyldiamine), 
Zephiran  (brand  of  benzaikonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with  ; 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1  ' 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy-  j 
codone  terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN. 


4.50  mg.  oxycodone  HC1  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

*U.S.  Pats.  2,628,185  and  2,907,768 


Cndo 


What  does  the  carburetor  of  a competition  racer 
have  in  common  with  TAR  GARD?  They  both  bene- 
fit from  the  Venturi  principle: 

“A  convergent-divergent  duct  in  which  the  pressure 
energy  of  an  air  stream  is  converted  into  kinetic 
energy  by  the  acceleration  through  the  narrow  part 
of  the  wasp-waisted  passage.” 

In  TAR  GARD  the  accelerated  (approx.  200 
m.p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  tars  you  see  in  the  above 
unretouched  photograph  were  captured  from  a 
single  pack  of  filter  cigarettes  with  a TAR  GARD. 

And  if  this  picture  is  worth  a thousand  words,  a 
live  demonstration  in  your  office  may  well  be  worth 
ten  thousand  words.  That’s  why  we’d  like  to  send 
you  a complimentary  TAR  GARD  which  normally 
sells  for  $2.95. 

We’d  like  you  and  your  patients  to  see  for  your- 
selves that  TAR  GARD  is  every  bit  as  effective  as 


the  claims  made  for  it  in  our  national  advertising. 

Simply  fill  in  the  coupon  and  mail  it  to  the  TAR 
GARD  COMPANY,  2 Pine  Street,  San  Francisco. 
We’ll  be  delighted  to  send  you  a free  TAR  GARD 
with  no  obligation  whatsoever. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  TAR  GARD  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name — — 

Type  of  Practice — — 

Address 

City State Zip 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
xKhCranbury,  N.J.  cM-srei 


an  innovation  in 
broad-spectrum 

antibiotic  dosage 


beclomyciN 

DEMETHYLCHLORTETRACYCUNE 


lew 

300 mg 

Film-coated 

tablet 

For  adult  therapy 

One  mid -morning 
One  mid-evening 


it’s  made  foi 


•)ECLOMYClN 

EMETHYLCHLORTETRACYCLINE 
iOOmg'  FILM  COATED  TABLETS 

ne  mid-morning  One  mid-evening 

rovides  a full  24  hours  of  therapy  for  adults 
ith  all  the  extra  benefits  of  DECLOMYCIN 
lower  mg  intake  per  day... proven  potency 
1-2  days’  “extra”  activity  to  protect  against 
dapse  or  secondary  infection 


BECLOMYCIIN 


DEMETHYLCHLORTETRACYCLINI 
300mg*  FILM  COATED  TABLETS 


DECLOMYCIN®  Demethylchlortetracycline  HCI  TABLETS  (Film  Coated) 

Available  dosage  forms:  Film  Coated  Tablets  containing  150  mg.  and 
300  mg.  demethylchlortetracycline  HCI. 

ACTION:  DECLOMYCIN  Demethylchlortetracycline  is  a broad-spectrum 
antibiotic  derived  from  a strain  of  Streptomyces  aureotaciens.  Demethyl- 
chlortetracycline is  closely  related  chemically  to  tetracycline  and  has 
been  shown  to  have  several  advantages  which  make  it  a valuable  aid  to 
antimicrobial  therapeutics.  It  has  a greater  antibiotic  potency  which 
makes  it  possible  to  achieve  therapeutic  activity  with  less  weight  of  anti- 
biotic. It  has  a greater  stability  in  body  fluids  due  to  a slow  degradation. 
It  has  been  shown  to  have  a reduced  renal  clearance  rate  which  pro- 
duces a prolongation  of  the  antibacterial  levels  in  the  body. 

The  average  adult  daily  dose  of  DECLOMYCIN  Demethylchlortetracy- 
cline (600  mg.)  may  be  considered  to  be  the  equivalent  of  1,000  mg.  of 
tetracycline  per  day. 

INDICATIONS:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in  in- 
fections caused  by  organisms  sensitive  to  the  tetracyclines. 

The  following  conditions  have  been  successfully  treated: 


Otitis  (Externa  or  Media) 

Pharyngitis 

Pneumonia 

Pre-  and  Postoperative 
Prophylaxis  of  Infection 
Primary  Atypical  Pneumonia 
Primary  and  Secondary 
Syphilis 

Pustular  Folliculitis 
Pyelonephritis 
Pyoderma 
Sinusitis 

Streptococcal  Sore  Throat 
Tonsillitis 


Abscess 
Acne 

Bronchiectasis 
Bronchiolitis 
Bronchitis 

Bronchopulmonary  Infection 
Cellulitis 
Cystitis 
Endometritis 
Erysipelas 
Furunculosis 
Genitourinary  Infection 
Laryngotracheitis 
Mixed  Bacterial  Infection 
Non-Specific  Urethritis 

associated  with  tetracycline-sensitive  organisms  such  as  the  following: 

Eaton  Agent  Gonococci 

Endamoeba  histolytica  Shigellae 

Hemophilus  influenzae  Staphylococci 

Pneumococci  Streptococci 

Escherichia  coli 

Evaluation  in  other  infections  and  conditions  is  continuing. 

DECLOMYCIN  Demethylchlortetracycline  is  indicated  for  surgical  and 
dental  preoperative  and  postoperative  prophylaxis  of  infection  in  con- 
taminated fields.  Since  penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  it  should  be  employed  in  these  infections  except  in  patients 
with  a history  of  penicillin  allergy. 

In  cases  of  acute  gonococcal  urethritis  where  a primary  or  secondary 
lesion  of  syphilis  is  suspected,  proper  diagnostic  procedures  including 
darkfield  examination  should  be  followed.  In  all  other  cases  where  con- 
comitant syphilis  is  suspected,  serological  tests  should  be  made  monthly 
for  at  least  three  months. 

In  patients  with  agammaglobulinemia  or  hypogammaglobulinemia 
and  recurring  infections,  it  is  necessary  to  treat  with  both  gamma  globu- 
lin and  an  antibiotic  such  as  DECLOMYCIN  Demethylchlortetracycline. 

DECLOMYCIN  Demethylchlortetracycline  shows  activity  against  some 
strains  of  Pseudomonas  and  Proteus  heretofore  unresponsive  to  tetracy- 
cline therapy  as  shown  by  both  in  vivo  and  in  vitro  studies. 

In  the  treatment  of  staphylococcus  infections,  indicated  surgical  pro- 
cedures must  be  performed  in  all  cases. 

WARNING:  If  renal  impairment  exists,  even  usual  oral  or  parenteral 
doses  may  lead  to  excessive  systemic  accumulation  of  the  drug  and 
possible  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  demethylchlortetracycline 
serum  level  determinations  may  be  advisable.' -2,3 

A photodynamic  reaction  precipitated  by  direct  exposure  to  natural 
or  artificial  sunlight  has  been  observed  in  some  individuals.  Small 
amounts  of  drug  and  short  exposure  to  these  sources  of  sunlight  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema over  the  exposed  parts  of  the  body  to  severe  skin  manifestations. 
In  a smaller  proportion,  photoallergic  reactions  to  this  drug,  as  well  as 
other  tetracycline  derivatives,  have  also  been  reported. 

Such  patients  should  be  warned  to  avoid  direct  exposure  to  natural 
or  artificial  sunlight  while  under  treatment  and  to  discontinue  the  drug 
at  the  first  evidence  of  skin  discomfort. 


Necessary  subsequent  courses  of  treatment  with  tetracyclines  shot 
be  carefully  observed. 

PRECAUTIONS  AND  SIDE  EFFECTS:  The  use  of  antibiotics  occasion; 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Constant  obs, 
vation  of  the  patient  is  essential.  If  new  infections  appear  during  thera 
appropriate  measures  should  be  taken. 

Demethylchlortetracycline  may  form  a stable  calcium  complex  in  a 
bone  forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
humans.  However,  use  of  demethylchlortetracycline  during  tooth  de1 
opment  (=  last  trimester  of  pregnancy,  neonatal  period  and  ee| 
childhood)  may  cause  discoloration  of  the  teeth  (=yellow-grey-bro\ 
ish).  This  effect  occurs  mostly  during  long-term  use  of  the  drug  bu 
has  also  been  observed  in  usual  short  treatment  courses. 

As  with  all  other  antibiotics,  side  reactions  which  might  be  encot 
ered  include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagin 
and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontir. 
medication  and  institute  appropriate  therapy.  Rare  cases  of  anaphyl 
toid  reactions  have  been  reported  following  demethylchlortetracycli 
Appropriate  precaution  is  advised. 

With  full  therapeutic  doses  in  infants,  increased  cranial  press 
with  bulging  fontanels  has  been  observed.  The  frequency  has  tx 
rare  and  all  signs  and  symptoms  have  disappeared  rapidly  upon  ces 
tion  of  treatment. 

ADMINISTRATION  AND  DOSAGE:  ADULT:  The  average  daily  adult  c 
age  is4divided  doses  ofl50mg.each  or2divided  doses  of  300  mg.  ea 

An  initial  dose  of  300  mg.  may  be  used  in  the  more  severe  infectio 
but  a single  dose  exceeding  300  mg.  is  thought  to  be  unnecessary. 

INFANTS  AND  CHILDREN:  The  dosage  is  3 to  6 mg.  per  pound  bi 
weight  per  day  or  6 to  12  mg.  per  Kg.  per  day,  divided  into  2 or  4 do 
dependent  upon  the  severity  of  the  disease.  This  should  not  be  gi 
with  milk  formula  or  other  calcium  containing  foods  and  should 
given  at  least  one  hour  prior  to  feeding. 

Because  of  the  cumulative  effect  in  the  body,  continuation  of  h 
doses  beyond  the  first  few  days  is  thought  to  be  unnecessary. 

Therapy  should  be  continued  beyond  the  time  when  characteri: 
symptoms  or  fever  have  subsided;  however,  DECLOMYCIN  Demetl 
chlortetracycline,  because  of  its  unique  property  of  prolonged  stabi 
in  body  fluids,  permits  serum  activity  for  24  to  48  hours  after  the  I 
dose.  The  incidence  of  rheumatic  fever  or  glomerulonephritis  follow 
streptococcal  infections  suggests  that  therapy  of  a streptococcal  inf 
tion  should  be  continued  for  10  days,  even  though  symptoms  hi 
subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to 
Gm.  given  in  equally  divided  doses  over  a period  of  10  to  15  days  shoi 
be  followed.  Close  follow-up  observation  of  the  patient  is  recommend 
including  appropriate  laboratory  tests,  since  demethylchlortetracycl 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fl 
examination  should  be  included  as  part  of  this  follow-up. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  d; 
dosage  is  900  mg.  in  3 divided  doses  for  six  days.4-5-6 

In  the  treatment  of  pustular  acne  vulgaris  an  initial  dose  of  600  r 
daily  for  one  or  two  weeks  may,  in  most  cases,  be  reduced  to  300  r 
or  150  mg.  daily  for  remainder  of  treatment  course. 7 

Absorption  is  impaired  by  the  concomitant  administration  of  h 
calcium  content  drugs  such  as  some  antacid  medications,  foods  a 
some  dairy  products  such  as  milk.  Oral  forms  of  demethylchlortetra1 
cline  should  be  given  1 hour  before  or  2 hours  after  meals. 
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Doctor  ...You  do  Know  the  Importance  of 
Guaranteed  Insurability! 

Give  the  children  a gift  that 

GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 


PLUS 
$1,000 
INSURANCE 
PROTECTION 
FOR  ONE  $50 
PAYMENT 

HBA'S  DESIGNOLIFE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  O to  15!/2  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  One  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Whether  a parent  or  grandparent— the 
: hildren  will  thank  you  for  giving  them  this  gift! 


Send  for  / V [/  \ free  folder 

THElHBAlLIFE 

INSURANCE  COMPANY 

Phone  258-4885 

TUCSON  MA  3-9421 


The  HBA  Life  Insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 

Please  send  folder  on  Designolife  Youth  Estate! 

Name  

Address  


1 City  State  1 

l_  A 


MESA  WO  4-5668 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  P-  O.  Box  128 

Scottsdale,  Arizona  85252 

OFFICERS  AND  DIRECTORS 
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James  E.  O’Hare,  M.D President 

1613  North  Tucson  Boulevard,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D President-Elect 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Arnold  H.  Dysterheft,  M.D Vice  President 

McNary  Hospital,  McNary,  Arizona 

Charles  E.  Henderson,  M.D Secretary 

909  East  Brill  Street,  Phoenix,  Arizona 

Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  North  Norton  Ave.,  Tucson,  Arizona 

Walter  Brazie,  M.D Speaker  of  the  House 

P.  O.  Box  631,  Kingman,  Arizona 

Robert  F.  Lorenzen,  M.D Editor-in  Chief 

550  West  Thomas  Road,  Phoenix,  Arizona 

Lindsay  E.  Beaton,  M.D Delegate  to  AMA 

1540  North  Norton  Ave.,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Delegate  to  AMA 

909  East  Brill  Street,  Phoenix,  Arizona 

William  B.  Steen,  M.D Alternate  Delegate  to  AMA 

116  North  Tucson  Blvd.,  Tucson,  Arizona 

Daniel  T.  Cloud,  M.D Alternate  Delegate  to  AMA 

2021  North  Central  Ave.,  Phoenix,  Arizona 

DISTRICT  DIRECTORS 

Richard  O.  Flynn,  M.D Central  District 

2210  S.  Mill  Ave.,  Tempe,  Arizona 

W.  Shaw  McDaniel,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Robert  A.  Price,  M.D Central  District 

3602  N.  15th  Ave.,  Phoenix,  Arizona 

Noel  G.  Smith,  M.D Central  District 

3614  N.  15th  Ave.,  Phoenix,  Arizona 

Ashton  B.  Taylor,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Robert  J.  Haley,  III,  M.D Northeastern  District 

1401  West  Florida,  Box  937,  Holbrook,  Arizona 

Hugh  E.  Dierker,  M.D Northwestern  District 

505  N.  Beaver  St.,  Flagstaff,  Arizona 

Deward  G.  Moody,  M.D Southeastern  District 

Stage  Building,  Nogales,  Arizona 

Philip  G.  Derickson,  M.D Southern  District 

744  N.  Country  Club  Rd.,  Tucson,  Arizona 

Richard  L.  Dexter,  M.D Southern  District 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  Jr.,  M.D Southern  District 

5th  St.  & Alvernon  Way,  Tucson,  Arizona 
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Magma  Hospital,  Superior,  Arizona 

DIRECTOR-AT-LARGE 

W.  Albert  Brewer,  M.D Past  President 
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COMMITTEES  - 1965-66 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  Committees  unless  otherwise  specified. 
ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Walter  Brazie,  M.D.,  Chairman  ( Kingman ) 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
Jr.,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Phoenix) 

EXECUTIVE  COMMITTEE:  James  E.  O’Hare,  M.D.,  Chairman 
( Tucson ) 

GRIEVANCE  COMMITTEE:  W.  Albert  Brewer,  M.D.,  Chair- 
man ( Phoenix ) 

HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Chairman  (Phoenix) 

INDUSTRIAL  RELATIONS  COMMITTEE:  Christopher  A.  Guar- 
ino,  M.D.,  Chairman  (Tucson) 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man ( Phoenix ) 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 

Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man ( Phoenix ) 

PUBLIC  RELATIONS  COMMITTEE:  Arnold  H.  Dysterheft,  M.D., 
Chairman  ( McNary ) 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man ( Phoenix ) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  John  S.  Carlson,  M.D., 
Chairman  ( Phoenix ) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1965 

APACHE:  Ellis  W.  List,  Jr.,  M.D.,  President,  McNary;  Jack  I. 
Mowrey,  M.D.,  Secretary,  McNary  Clinic,  McNary. 

COCHISE:  Charles  W.  McMoran,  M.D.,  President,  P.  O.  Box 
278,  Sierra  Vista;  Kenneth  A.  Dregseth,  M.D.,  Secretary, 
P.  O.  Box  1192,  Bisbee. 

COCONINO:  Leo  J.  Ankenbrandt,  M.D.,  President,  2222  E. 
Cedar  Ave.,  Flagstaff;  Steven  Spencer,  M.D.,  Secretary,  108 
W.  Birch,  Flagstaff. 

GILA:  Charles  A.  Bejarano,  M.D.,  President,  7188  Sullivan 

Street,  Miami;  Robert  V.  Horan,  M.D.  Secretary,  703  Ash 

Street,  Globe. 

GRAHAM:  John  H.  Walker,  M.D.,  President,  702  8th  Avenue, 
Safford;  Donald  E.  Nelson,  M.D.,  Secretary,  503  5th  Avenue, 
Safford. 

GREENLEE:  Stanton  C.  Lovre,  M.D.,  President,  Box  1687, 

Clifton;  Gerhard  L.  Ihm,  M.D.,  Secretary,  Phelps  Dodge  Hos- 
pital, Morenci. 

MARICOPA:  Richard  O.  Flynn,  M.D.,  President,  2210  S.  Mill 
Ave.,  Tempe;  David  R.  Long,  M.D.  Secretary,  550  W. 

Thomas  Road,  Phoenix. 

(Society  Office  — 2025  North  Central  Avenue,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO:  Robert  J.  Haley,  III,  M.D.,  President,  P.O.  Box  937, 
Holbrook;  Harry  S.  Beckwith,  M.D.,  Secretary,  Santa  Fe 
Emergency  Hospital,  Winslow. 

PIMA:  Juan  E.  Fonseca,  M.D.,  President,  601  N.  Wilmont  Rd., 
Tucson,  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E. 

Elm  St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  James  H.  Boyd,  M.D.,  President,  291  West  Wilson 
Avenue,  Coolidge;  William  J.  Clemans,  III,  M.D.,  Secre- 
tary, 1616  Main  Street,  Florence. 

SANTA  CRUZ:  Deward  G.  Moody,  M.D.,  President,  711  Morley 
Avenue,  Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler 
Building,  Nogales. 

YAVAPAI:  W.  David  Rummel,  Jr.,  M.D.,  President,  114  North 
Montezuma,  Prescott;  William  R.  Shepard,  M.D.,  506  West 
Gurley  Street,  Prescott. 

YUMA:  A.  J.  Ochsner  II,  M.D.,  President,  630  E.  26th  Place, 
Yuma;  Charles  R.  McReynolds,  M.D.,  Secretary,  2232  - 17th 
Place,  Yuma. 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1965  - 1966 

President  Mrs.  Hubert  Estes  (Mickie) 

Route  2,  Box  741-B,  Tucson,  Arizona 

President-Elect  Mrs.  Robert  G.  Delph  (Grace) 

2019  North  Crescent  Drive,  Flagstaff,  Arizona 

1st  Vice  President  Mrs.  Elvie  B.  Jolley  (Mila) 

Box  919,  Bisbee,  Arizona 

2nd  Vice  President  Mrs.  Richard  Dexter  (Bobbe) 

6842  East  Tawa,  Tucson,  Arizona 

Treasurer Mrs.  Seymour  Shapiro  (Arline) 

5433  East  8th  Street,  Tucson,  Arizona 

Recording  Secretary  Mrs.  Charles  Matheus  (Marilyn) 

2148  East  25th  Street,  Yuma,  Arizona 

Corresponding  Secretary  Mrs.  Keith  Treptow  (Pat) 

6940  E.  Acoma  Place,  Tucson,  Arizona 

Director  Mrs.  Richard  B.  Johns  (Ruth) 

508  West  Rose  Lane,,  Phoenix,  Arizona 

Director  Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President Dr.  Carlos  Tapia  Tellez,  Esq- 

Boulevard  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

President-elect  Dr.  L.  Maxwell  Lockie- 

130  Morris  Avenue,  Buffalo  14,  New  York 

Vice  President Dr.  Alfonso  Topete  Duran 

Guadalajara,  Jalisco,  Mexico 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  North  Tucson  Boulevard,  Tucson,  Arizona 

Secretary  for  Mexico  Dr.  Felix  Michel 

Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  A.  Vemetti 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzales  Murguia 

Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Assciation,  Inc.,  held  Sunday,  May  30,  1965,  in 
the  French  Quarter  of  the  Safari  Hotel,  Scottsdale,  Ari- 
zone,  convened  at  10:18  a.m.,  Paul  B.  Jarrett,  M.D., 
Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Brewer,  W.  Albert;  Cloud,  Daniel  T.;  Dexter, 
Richard  L.;  Dysterheft,  Arnold  H.,  Vice  President; 
Haley,  III,  Robert  J.;  Henderson,  Charles  E.,  Secretary; 
Jarrett,  Paul  B.,  President-Elect;  Melick,  Dermont  W.; 
O’Hare,  James  E.,  President;  Price,  Robert  A.;  Rhu,  Jr., 
Hermann  S.;  Steen,  William  B. 

Staff: 

Carpenter,  Robert,  Executive  Secretary;  Robinson, 
Bruce  E.,  Assistant  Executive  Secretary. 

Guest: 

Boykin,  Paul  R.,  Executive  Secretary— Board  of  Mcdi- 
can  Examiners  State  of  Arizona. 

Excused: 

Drs.  Beaton,  Lindsay  E.;  Brazie,  Walter;  Derickson, 
Philip  G.;  Dierker,  Hugh  E.;  Dudley,  Jr.,  Arthur  V., 
Treasurer;  Finke,  Howard  W.;  Flynn,  Richard  O.;  Loren- 
zen,  Robert  F.;  McDaniel,  W.  Shaw;  Moody,  Deward 
G.;  Smith,  Noel  G.;  Taylor,  Ashton  B. 

Mr.  Jacobson,  Edward,  Counsel. 

BOARD  ORGANIZATION 

Dr.  Jarrett  introduced  and  welcomed  Dr.  Robert  J. 
Haley,  III,  of  Holbrook,  recently  elected  Northeastern 
District  Director. 

Arnold  H.  Dysterheft,  M.D.,  Vice  President,  was  duly 
nominated  and  elected  by  acclamation,  Chairman  of 
the  Board  of  Directors  for  1965-66. 

MINUTES 

Minutes  of  the  meeting  of  the  Board  of  Directors 
held  April  27,  1965,  approved. 

COMMITTEE  MEMBERSHIP 
APPOINTMENTS 

STANDING  COMMITTEES 
Benevolent  and  Loan  Fund  Committee 

Donald  K.  Buffmire,  M.D.  (Phoenix),  reappointed  for 
the  term  1965-68;  Daniel  T.  Cloud,  M.D.,  (Phoenix),  to 
continue  as  Chairman. 

Grievance  Committee 

Dwight  H.  Porter,  M.D.  (Phoenix),  and  Hermann  S. 
Rhu,  Jr.,  M.D.  (Tucson),  appointed  for  the  term  1965-68; 
W.  Albert  Brewer,  M.D.,  Past  President,  Chairman,  as 
specified. 

History  and  Obituaries  Committee 

John  W.  Kennedy,  M.D.  (Phoenix),  reappointed  for 
the  term  1965-68;  to  continue  service  as  Chairman. 
Industrial  Relations  Committee 

Thomas  H.  Taber,  Jr.,  M.D.  (Phoenix),  and  John  F. 
Currin,  M.D.  (Scottsdale),  appointed  for  the  term  1965- 
68;  Christopher  A.  Guarino,  M.D.  (Tucson),  to  serve 
as  Chairman. 

Legislative  Committee 

As  regards  advisory  representation  to  the  Legislation 
Committee,  determined  to  reaffirm  directive  of  the  Board 
of  Directors,  June  9,  1963,  to  consist  of  the  component 


society  presidents  then  holding  office  or  the  component 
society  legislative  chairman,  to  be  elected  at  the  discre- 
tion of  the  component  county  medical  society. 

W.  Shaw  McDaniel,  M.D.  (Phoenix),  reappointed  and 
Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson),  appointed  for  the 
term  1965-68;  Jesse  D.  Hamer,  M.D.  (Phoenix),  to  con- 
tinue service  as  Chairman. 

Medical  Economics  Committee 

Howard  C.  Lawrence,  Jr.,  M.D.  (Phoenix),  and  Rich- 
ard G.  Hardenbrook,  M.D.  (Prescott),  appointed  for  the 
term  1965-68;  Ian  M.  Chesser,  M.D.  (Tucson),  to  con- 
tinue service  as  Chairman. 

Professional  Committee 

Ray  Fife,  M.D.  (Phoenix)  and  Harold  W.  Kohl,  Jr., 
M.D.  (Tucson),  reappointed  and  Fred  H.  Landeen, 
M.D.  Tucson),  appointed,  each  for  the  term  1965-68; 
Jack  E.  Brooks,  M.D.  (Phoenix),  to  continue  service 
as  Chairman. 

Public  Relations  Committee 

Howard  W.  Finke,  M.D.  (Superior)  and  William  F. 
Holsey,  M.D.  (Tucson),  reappointed  and  Arnold  H. 
Dysterheft,  M.D.  (McNary),  appointed,  each  for  the  term 
1965-68;  Dr.  Dysterheft  to  serve  as  Chairman. 
Publishing  Committee 

R.  Lee  Foster,  M.D.  (Phoenix),  reappointed  for  the 
term  1965-68;  Robert  F.  Lorenzen,  M.D.,  Editor-in- 
Chief,  to  serve  as  Chairman,  as  specified. 

Scientific  Assembly  Committee 

John  S.  Carlson,  M.D.  (Phoenix)  and  Deward  G. 
Moody,  M.D.  (Nogales),  reappointed  and  Reginald  J. 
M.  Zeluff,  M.D.  (Phoenix),  Edward  H.  Bregman,  M.D. 
(Phoenix)  and  Alan  L.  Gordon,  M.D.  (Phoenix),  ap- 
pointed, each  for  the  term  1965-68;  Dr.  Carlson  to  serve 
as  Chairman. 

SPECIAL  COMMITTEES 

Articles  of  Incorporation  and  By-Laws  Committee 

Walter  Brazie,  M.D.  (Kingman),  Paul  B.  Jarrett,  M.D. 
(Phoenix)  and  William  B.  Steen,  M.D.  (Tucson),  reap- 
pointed, each  for  the  term  1965 -66-,  Dr.  Brazie  to  con- 
tinue service  as  Chairman. 

Central  Office  Advisory  Committee 

Arthur  V.  Dudley,  Jr.,  M.D.,  Treasurer  (Tucson); 

Arnold  H.  Dysterheft,  M.D.,  Vice  President  (McNary); 
Charles  E.  Plenderson,  M.D.,  Secretary  (Phoenix);  Paul 
B.  Jarrett,  M.D.,  President-Elect  (Phoenix);  and  James 
E.  O’Hare,  M.D.,  President  (Tucson),  each  for  the  term 
1965-66,  Dr.  Dudley,  Jr.,  to  serve  as  Chairman. 
Executive  Committee 

Arthur  V.  Dudley,  Jr.,  M.D.,  Treasurer  (Tucson); 

Arnold  H.  Dysterheft,  M.D.,  Vice  President  (McNary); 
Charles  E.  Henderson,  M.D.,  Secretary  (Phoenix);  Paul 
B.  Jarrett,  M.D.,  President-Elect  (Phoenix);  and  James 
E.  O’Hare,  M.D.,  President  (Tucson),  each  for  tire  term 
1965-66,  Dr.  OTIare,  President,  to  serve  as  Chairman. 
Procurement  and  Assignment  Committee 

Joseph  M.  Greer,  M.D.  (Phoenix),  Robert  E.  Hast- 
ings, Sr.,  M.D.  (Tucson),  Ruland  W.  Hussong,  M.D. 
(Phoenix)  Robert  M.  Matts,  M.D.  (Yuma),  Joseph  P. 
McNally,  M.D.  (Prescott),  reappointed  and  Claude  11. 
Peterson,  M.D.  (Winslow)  and  George  A.  Spikes,  M.D. 
(Douglas),  appointed,  each  for  the  term  1965-66;  Dr. 
Greer  to  serve  as  Chairman. 
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AD  HOC  COMMITTEES 

Ad  Hoc  Committee  to  Study  the  Orderly  Alignment 
of  Blue  Shield 

It  was  determined  that  the  Ad  hoc  Committee  to 
Study  the  Orderly  Alignment  of  Blue  Shield  had  con- 
cluded its  deliberations,  submitted  its  report  and  there 
appears  to  current  necessity  for  continuing  such  activity. 

Ad  hoc  Liaison  Committee  to  the  Arizona  State 
Nurses’  Association 

William  G.  Payne,  M.D.  (Tempe),  and  Dermont  W. 
Melick,  M.D.  (Phoenix),  reappointed  and  Richard  L. 
Dexter,  M.D.  (Tucson),  appointed,  each  for  the  term 
1965-66;  Dr.  Payne  to  continue  as  Chairman. 

Ad  hoc  Committee  for  Arizona  Territorial  Medicine 
Publication 

W.  Albert  Brewer,  M.D.  (Phoenix),  Nelson  C.  Bledsoe, 
M.D.  (Tucson),  Roland  F.  Schoen,  M.D.  (Casa  Grande), 
William  B.  Steen,  M.D.  (Tucson),  Clarence  E.  Yount, 
Jr.,  M.D.  (Prescott)  and  Robert  S.  Flinn,  M.D.  (Phoenix), 
reappointed,  each  for  the  term  1965-66;  Dr.  Brewer  to 
continue  as  Chairman  and  Mrs.  Dorothy  McNamee 
(Tucson)  and  Miss  Frances  Quebbeman  (Tucson),  to 
continue  to  serve  as  advisory  members. 

BOARDS 

ARMPAC  Board  of  Directors 

William  B.  Steen,  M.D.  (Tucson),  Walter  D.  Ander- 
son, M.D.  (Yuma),  Walter  Brazie,  M.D.  (Kingman),  John 
F.  Kahle,  M.D.  (Flagstaff),  William  G.  Payne,  M.D. 
(Tempe),  John  F.  Westfall,  M.D.  (Phoenix),  Mrs.  Rich- 
ard P.  Timmons  (Scottsdale),  Mrs.  Lavern  D.  Sprague 
(Tucson),  and  Charles  J.  Mehlum,  D.D.S.  (Phoenix), 
reappointed  and  Charles  W.  McMoran,  M.D.  (Sierra 
Vista),  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson),  Howard 
W.  Finke,  M.D.  (Superior),  Robert  V.  Horan,  M.D. 
(Globe),  appointed,  each  for  the  term  1965-66;  Dr.  Steen 
to  continue  as  Chairman. 

Louis  L.  Ziegler,  D.V.M.  (Phoenix)  and  Morton  Reich, 
Ph.  (Phoenix),  will  continue  as  invited  guests  represent- 
ing their  respective  professions  until  such  time  as  their 
organizations  officially  designate  otherwise  their  repre- 
sentatives. 

Cardiovascular  Advisory  Board 

Mayer  Hyman,  M.D.  (Tucson),  appointed  for  the 
term  1965-68;  Monroe  H.  Green,  M.D.  (Phoenix),  to 
continue  for  the  remainder  of  his  term  1965-67;  likewise, 
Robert  E.  Nenad,  M.D.  (Phoenix),  1964-66;  Dr.  Nenad 
to  serve  as  Chairman. 

Psychiatric  Advisory  Board 

William  B.  McGrath,  M.D.  (Phoenix),  reappointed  for 
the  term  1965-68;  Deraid  G.  May,  M.D.  (Phoenix),  to 
continue  for  the  remainder  of  his  term  1964-67;  like- 
wise, Boris  Zemsky,  M.D.  (Tucson),  1963-66;  Dr.  May 
to  serve  as  Chairman. 

Medical  Advisory  Committee 

John  P.  Heileman,  M.D.  (Phoenix),  Schuyler  V.  Plilts, 
M.D.  (Tucson),  and  Robert  PI.  Thoeny,  M.D.  (Phoenix), 
among  the  nominees  proposed  by  this  Board  on  previous 
occasion  to  serve  as  a Medical  Advisory  Committee  to 
the  Arizona  Atomic  Energy  Commission,  were  reported 
selected  subject  to  clearance. 

PROFESSIONAL  COMMITTEE 

In  line  with  recommendation  of  Jack  E.  Brooks,  M.D., 


Chairman  of  the  Professional  Committee,  the  matter  of 
study  of  the  problem  of  Indian  health  was  reviewed.  It 
was  determined  to  ask  the  Chairman  to  proceed  within 
the  structure  of  his  committee  membership. 

Public  Health 

Dr.  Rhu  reported  that  the  study  on  perinatal  mortality 
continued  last  year  and,  as  a committee,  was  assigned 
to  function  under  the  Subcommittee  on  Public  Health 
of  the  Professional  Committee  for  an  additional  year.  It 
was  recommended  (1)  that  the  activity  of  the  Subcom- 
mittee on  Perinatal  Mortality  be  continued  under  the 
Subcommittee  on  Public  Health  of  the  Professional  Com- 
mittee; (2)  that  the  Executive  Secretary  to  that  body, 
recently  employed,  be  provided  with  proper  credentials; 
and  (3)  that  there  be  included  within  the  scope  of  ac- 
tivity of  the  Perinatal  Mortality  Subcommittee  the  ad- 
ditional project  of  Maternal  Mortality,  to  include  David 
Pent,  M.D.,  of  Phoenix. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Perinatal  Mortality  Subcommittee  be  expanded  to 
include  Material  Mortality. 

ARIZONA  CHAPTER  — AMERICAN 
ACADEMY  OF  GENERAL  PRACTICE 

Accepted  report  that  Paul  R.  Boykin,  Executive  Secre- 
tary, Board  of  Medical  Examiners  of  the  State  of  Ari- 
zona, will  serve  the  Arizona  Chapter,  American  Academy 
of  General  Practice,  devoting  one  hour  a week  in  its 
service. 

HOUSE  OF  DELEGATES 

Resolution  No.  2 

Tabled  further  discussion  of  Resolution  No.  2,  intro- 
duced in  the  House  of  Delegates  in  Annual  Meeting, 
April  28,  1965,  subject:  “Laboratories  should  be  su- 
pervised by  qualified,  licensed  physicians”,  to  be  in- 
cluded on  the  agenda  of  the  next  Board  meeting. 
Resolution  No.  5 

Accepted  report  of  distribution.  May  3,  1965,  among 
all  Arizona  State  Legislators,  expressing  commendation 
of  legislative  leadership  in  the  drafting  and  enactment 
of  Kerr-Mills  Law  implementation  providing  medical 
assistance  for  the  aged,  the  content  and  intent  of  Reso- 
lution No.  5,  adopted  by  the  House  of  Delegates  in 
Annual  Meeting,  May  1,  1965. 

Resolution  No.  6 

Authorized  the  Treasurer  to  immediately  deposit  $10,- 
000.00  in  a special  interest-bearing  trust  account  for  the 
Medical  School  of  the  University  of  Arizona,  to  be  dis- 
bursed only  by  the  Board  of  Directors  for  a designated 
purpose  as  determined  by  the  Board  in  joint  conference 
witli  the  Dean  of  the  Medical  School,  the  Subcommittee 
on  Medical  Education  of  the  Professional  Committee  to 
act  as  its  agent  in  such  conference,  in  compliance  with 
Resolution  No.  6,  adopted,  as  amended,  by  the  House 
of  Delegates  in  Annual  Meeting,  May  1,  1965. 
Resolution  No.  10 

Authorized  poll  of  the  Association  membership  to 
determine  what  percentage  thereof  are  willing  to  re- 
fuse to  participate  in  a government  medicare  program, 
appointing  an  ad  hoc  committee  to  draft  the  question- 
naire (ballot)  for  distribution  among  the  members,  in  line 
with  Resolution  No.  10,  adopted,  as  amended,  by  the 
House  of  Delegates  in  Annual  Meeting,  May  1,  1965, 
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and  comments  thereon  by  the  Reference  Committee  on 
Resolutions. 

The  President  appointed  Doctors  Paul  B.  Jarrett, 
Arnold  H.  Dysterheft  and  Dermont  W.  Melick  to  serve 
as  the  ad  hoc  committee  for  the  purpose  indicated, 
the  questionnaire-ballot  in  final  draft  to  be  reviewed 
by  counsel. 

BOARD  OF  DIRECTORS 

Sickness-Accident  Disability 

Received  report  of  the  National  Casualty  Co.  of  De- 
troit in  connection  with  its  Association-sponsored  sick- 
ness and  accident  disability  group  program  (Policies 
No.  G-2075  and  X-106),  pointing  up  the  urgency  of  re- 
newed effort  to  increase  membership  participation,  there- 
by avoiding  the  necessity  of  a premium  increase. 

It  is  agreed,  as  provided  in  Part  XII  of  the  Master 
Policy:  (1)  to  renew  the  same  Group  Insurance  Benefits 
at  the  same  premiums,  beyond  July  15,  1965,  for  an- 
other semi-annual  period:  (2)  to  increase  maximum  in- 
demnity available,  on  a selective  basis,  up  to  $1,000.00 
monthly  (a  30-day  elimination  period  on  this  additional 
$400.00  indemnity  will  develop  most  attractive  prem- 
ium rates  as  shown);  (3)  to  offer  present  Extended  Dis- 
ability protection  to  future  applicants  only  on  the  basis 
of  furnishing  satisfactory  evidence  of  insurability  (this 
will  protect  the  Long-Term  Benefits  Plan  from  the 
few  uninsurable  risks  that  skyrocket  the  loss  ratio  to  a 
dangerous  level);  and  (4)  to  develop  an  attractive  direct 
mail  and  personal  solicitation  program. 

Approved  proposed  form  of  letter  to  be  reproduced 
on  stationery  of  the  Association  and  distributed  among 
its  members  informing  them  of  the  problems  relating  to 
the  Association-approved  sickness  and  accident  disabil- 
ity group  program  and  proposals  offered. 

Maricopa  County  Hospital  Site 

Received  acknowledgment,  by  Governor’s  Adminis- 
trative Assistant,  of  copy  of  Resolution  No.  8,  adopted 
by  the  House  of  Delegates  in  Annual  Meeting,  May  1, 
1965,  forwarded  to  the  Governor,  relating  to  transfer 
of  State  Hospital  Land  to  Maricopa  County  for  loca- 
tion of  the  latter’s  new  County  Hospital.  It  has  been 
determined  inadvisable  at  this  time  to  amend  the  “Spe- 
cial Call”  to  include  this  item  during  the  First  Special 
Session  of  the  Legislature  presently  in  session.  The 
Governor,  however,  has  indicated  that  including  this  leg- 
islation in  a future  special  call  is  feasible. 

State  Board  of  Health 

Received  report  that  the  Governor  appointed  William 
B.  Steen,  M.D.  (Tucson),  a member  of  the  Arizona 
State  Board  of  Health,  effective  May  5,  1965,  for  a 
term  expiring  February  1,  1970. 

AMPAC  MEETING 

William  B.  Steen,  M.D.,  Chairman  of  ARMPAC 
Board  of  Directors,  reported  in  detail  upon  the  AMPAC 
meeting  held  in  Washington,  D.C.,  May  22  and  23, 
1965.  Of  paramount  importance  to  ARMPAC  at  this 
time  is  the  need  to  accelerate  its  membership  drive 
which  will  be  undertaken.  All  members  of  the  Asso- 
ciation and  their  wives  should  participate,  Dr.  Steen 
implored. 


CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Membership  Classifications 
Maricopa  County 
Medical  Society 

Granted  “Active”  to  “Associate”  membership,  dues 
execpt,  to  JOHN  T.  CLYMER,  M.D.,  account  Resi- 
dency Training,  effective  January  1,  1966;  and 

DONALD  E.  COLEY,  M.D.,  account  Residency 
Training,  effective  January  1,  1965. 

Granted  “Associate”  (account  Retirement)  to  “Ac- 
tive” (resumption  Active  Practice)  membership  to 
OTTO  E.  UTZINGER,  M.D.,  dues  exempt  — 70  years 
or  older,  retroactive  to  September  1,  1962.  Fifty-Year 
Club  membership  subject  to  recommendation  of  Mari- 
copa Society. 

Financial  Report 

Determined  to  dispense  with  the  financial  report  in 
the  absence  of  the  Treasurer. 

PROFESSIONAL  COMMITTEE 

Alcoholism 

Received  acknowledgments  from  Charles  N.  Ronan, 
Attorney  (Scottsdale)  and  Eugene  J.  Ryan,  M.D.  (Phoe- 
nix), expressing  appreciation  and  commendation  in  action 
of  the  Board  of  Directors,  April  27,  1965,  in  sponsor- 
ing conference  to  be  held  in  Casa  Grande,  October  next, 
dealing  with  the  “alcoholic”. 

S/S  Rejectee  Referral  Program 

Reported  acceptance  of  appointment  of  Monroe  H. 
Green,  M.D.,  Ruland  W.  Hussong,  M.D.,  and  Henry 
G.  Williams,  M.D.,  all  of  Phoenix,  to  serve  as  members 
representing  this  Association,  in  a medical  advisory  capa- 
city, associate  with  the  Selective  Service  Rejectee  Refer- 
ral Program.  William  B.  McGrath,  M.D.  (Phoenix),  like- 
wise appointed,  declined. 

Determined  to  contact  the  President  of  the  Arizona 
Psychiatric  Association  for  a recommendation  of  one 
of  its  group  who  will  accept  the  appointment. 
Wisconsin  Society  Resolutiton 

Determined  to  inquire  of  the  State  Medical  Society 
of  Wisconsin  the  nature  of  the  alleged  “relative  rude- 
ness of  comments  made  by  speakers  on  the  American 
Psychiatric  Association  program”  during  a Washington 
conference  for  state  leaders  in  mental  health  planning, 
and  report  back  to  the  Board. 

Woman’s  Auxiliary  Budget 

Received  and  approved  estimated  budget  of  the 
Woman’s  Auxiliary  for  1965-66. 

PUBLIC  RELATIONS  COMMITTEE 

Received  TWX  message  from  AMA  reporting  on  the 
status  of  PI.  R.  6675  and  endorsing  reactivation  of  the 
national  educational  campaign,  urging  immediate  step- 
ping-up of  our  Association  efforts  in  support  of  the  prin- 
ciples of  limiting  legislation  to  helping  those  who  need 
help  and  stressing  local  administration.  AMA  will  place 
advertisements  in  selected  newspapers  (Phoenix  Re- 
public-Gazette) and  sponsor  a thirty-minute  network 
television  program  on  ABC-TV,  Thursday,  June  17, 
1965,  at  7:30  P.M.,  EDT,  title:  “Your  Doctors  Report 
on  Health  Care  at  the  Crossroads”.  Participants  in  the 
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latter  program  will  be  Dr.  Donovan  F.  Ward  and  Dr. 
Edward  R.  Annis. 

Speech  Training  Course 

Received  from  the  Auxiliary  to  the  Maricopa  County 
Medical  Society  expression  of  appreciation  and  thanks 
of  its  members  and  those  of  its  state  group  being  privi- 
leged to  participate  in  the  Speech  Training  Service 
Program,  sponsored  by  SKF,  held  May  19,  1965,  hoping 
for  a continuation  of  such  programs. 

COMMUNICATIONS 

Missouri-Resolution 

Received  resolution  adopted  by  the  House  of  Dele- 
gates of  the  Missouri  State  Medical  Association,  April 
7,  1965,  resolving  that  regardless  of  the  outcome  of 
pending  health  care  legislation,  the  AMA  be  encour- 
aged to  exhibit  a progressive  imaginative  leadership 
in  the  study  and  furthering  of  attractive  alternatives  to 
a socialized  system  of  medicine  which  will  otherwise 
follow  in  the  evolutionary  sequence  of  events. 

New  Jersey-Resolution 

Received  resolution  to  be  introduced  in  the  House  of 
Delegates  of  AMA  in  Annual  Meeting  June  next  by  the 
Medical  Society  of  New  Jersey,  rcording  itslf  as  ap- 
proving and  supporting  the  principle  that  Blue  Shield 
medical-surgical  insurance  benefits  should  be  paid  only 
to  private  physicians  for  eligible  professional  services 
personally  rendered  to  their  private  patients. 

North  Carolina-Resolution 

Received  resolution  adopted  by  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  North 
Carolina,  May  4,  1965,  resolving  that  there  be  estab- 
lished within  the  AMA  a permanent  advisory  com- 
mittee on  study,  policy,  and  planning,  whose  duty  it  is 
to  study  economic  philosophical,  political,  social,  and 
scientific  trends  of  the  day  at  hand  as  they  bear  upon 
public  health,  medical  practice,  and  medical  care,  with 
consideration  of  the  effects  which  these  may  have  upon 
the  public  and  upon  the  medical  profession,  and  to 
advise  the  House  of  Delegates  and  the  Board  of  Trus- 
tees as  to  projected  policies  and  programs. 

Director  of  Health  Education 

Determined  to  advise  Mrs.  W.  E.  Kitrell,  Secretary, 
State  Advisory  Committee  on  School  Health,  that  this 
Association  is  in  favor  of  the  principles  of  upgrading 
health  education,  but  the  implementation  is  outside 
our  area  of  competency. 

Woman’s  Auxiliary 

Accepted  the  Annual  Report  — May,  1965,  of  the 
Woman’s  Auxiliary  to  the  Arizona  Medical  Association, 
presented  by  Mrs.  Richard  B.  Johns,  President— 1964-65. 

OTHER  BUSINESS 

Aces  and  Duces  Program 

Approved  an  expenditure  up  to  $400.00  for  the  forth- 
coming Aces  and  Duces  (one  and  two  Delegate  states) 
meeting  (to  be  held  in  New  York  City  in  conjunction 
with  the  AMA  Annual  Meeting,  June  next)  to  be  used 
for  the  purchase  of  favors  to  be  distributed  (to  those 
officially  in  attendance)  at  the  meeting.  Dr.  Lindsay  E. 
Beaton  is  current  President  of  that  Association. 
Professional  Corporations 

Determined  to  instruct  its  Delegates  (to  AMA)  to  con- 
tinue their  efforts  and  introduce  a resolution  in  the 


House  of  Delegates  urging  the  AMA  to  reaffirm  its 
previous  position  and  continue  its  vigorous  opposition 
to  tax  regulations  that  discriminate  against  “professional 
associations”  and  “professional  corporations”;  and  that 
the  AMA  continue  its  support  of  legislation  which  seeks 
to  provide  tax  equality  with  business  corporations  for 
“professional  associations”  and  “professional  corpora- 
tions”, possibly  providing  some  financial  support  to 
achieve  the  objective.  Dr.  Cloud  was  instructed  to  pre- 
pare an  appropriate  resolution  for  such  introduction. 

WHEREAS,  The  Internal  Revenue  Service  has  re- 
cently issued  final  regulations  relative  to  Professional 
Corporations  which  in  effect  prohibit  the  formation  of 
said  corporations  for  the  purpose  of  creating  tax  shel- 
tered retirement  plans;  and 

WHEREAS,  The  Self-Employed  Individuals  Tax  Act 
of  1962  (Keogh-Smathers  Act)  is  restrictive  in  its  appli- 
cation and  offers  only  limited  benefits  for  professional 
people;  and 

WHEREAS,  There  accordingly  exists  discriminatory 
tax  treatment  of  professional  people;  and 

WHERSAS,  This  situation  may  now  only  be  rectified 
by  legislative  or  court  action;  therefore  be  it 

RESOLVED  That  the  American  Medical  Association 
continue  vigorously  its  efforts  to  secure  the  passage  of 
legislation  which  will  remove  tax  discrimination  against 
professional  people,  specifically,  H.  R.  10  (Keogh)  and 
H.  R.  697  (Weltner);  and  be  it  further 

RESOLVED  That  the  American  Medical  Association 
encourage  its  members  to  proceed  on  the  State  and 
County  levels  with  the  formation  of  corporations  for  the 
purpose  of  implementing  an  organized  effort  in  the 
Courts  to  remove  tax  discrimination;  and  be  it  further 
RESOLVED  That  the  American  Medical  Association 
stand  ready  to  provide  direct  legal  and  financial  sup- 
port to  such  court  cases  that  are  judged  to  be  represen- 
tative of  this  total  effort. 

MEETING  ADJOURNED  AT  12:25  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


24-HOUR  AMBULANCE  SERVICE  • AL  4-4111 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  A v e . . Phoenix 
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START  SMALL  . . . 


...AND  GROW 

Sanborn’s  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitative  cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 


HEWLETT  ~ ; 

PACKARD  Jipj  SANBORN 
mil  DIVISION 
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Hewlett-Packard,  Neely  Sales  Division , 3009  N.  Scottsdale  Road,  (602)  945-6142 

Scottsdale,  Arizona  85251 


Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample— about  one  out  of  every 


four  hundred — is  weighed  and  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend  away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances are  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company 


Indianapolis,  Indiana 


500666 


ORIGINAL  ARTICLES 


Psychosomatic  Diseases  - Part  1 


Irene  M.  Josselyn,  M.D. 


Dr.  Josselyn  discusses  four  elements  in  the  etiology  of  psychosomatic  diseases: 
the  constitution  of  the  individual,  the  factor  of  stress,  the  external  agent  (aller- 
gies, e.g.)  and  the  specific  type  of  regression.  Many  of  her  studies  have  been 
published.  This  paper  ivill  become  part  of  a book  on  psychosomatic  diseases  in 
children. 


THAT  the  mind  and  the  body  are  not  separate 
entities,  but  rather  are  functionally  differ- 
entiated, interrelated  parts  of  the  human  organ- 
ism was  recognized  long  before  the  nature  of 
physical  disease  and  the  psychological  determi- 
nants of  behavior  were  subject  to  the  study  that 
has  become  such  an  essential  part  of  therapeutic 
measures  at  the  present  time.  The  rapid  expan- 
sion of  knowledge  concerning  the  nature  of  phy- 
sical health  and  illness,  and  that  of  psychologi- 
cal health  and  illness,  that  occurred  in  the  first 
half  of  this  century  led,  for  a period,  to  a super- 
ficial separation  of  the  two,  with  a tendency  to 
focus  on  one  or  the  other  area  without  any  in- 
terdigitation  of  the  findings. 

Presented  at  the  Meeting  of  The  Medical  Society  of  United  States 
and  Mexico,  December  12,  1964,  Phoenix,  Arizona. 


The  situation  arose  that  could  be  considered 
analogous  to  one  that  might  have  arisen  had  in- 
dividuals studied  the  heart,  the  circulatory  sys- 
tem and  the  lungs  as  separate  entities  rather 
than  parts  of  the  totality,  the  functioning  organ- 
ism. This  error  was  avoided  since  the  interrela- 
tionship so  obviously  was  essential  to  the  under- 
standing of  the  way  in  which  the  organism 
maintained  life.  Equally  so  the  interrelationship 
of  certain  functions  of  the  brain  and  certain 
functions  of  the  neurological  system  became 
early  evident  as  faulty  development  or  lesions 
in  one  or  the  other  made  it  apparent  that  the 
two  functionally  different  organs  were  again 
only  interrelated  parts  of  a total  organism.  How- 
ever, the  difficulty  in  determining,  as  exam- 
ples, the  functioning  of  the  brain  that  makes 
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thinking  possible,  the  structural  pathway  by 
which  emotions  are  stimulated,  what  effects  not 
only  the  nature  of  the  stimulus  but  particularly 
the  nature  of  the  emotion  and  the  response  to 
the  emotion,  led  to  a specialization  in  investiga- 
tion of  that  part  of  the  human  organism  that  is 
defined  by  the  totality  of  the  psychological 
structure,  as  if  the  psyche  could  be  removed 
from  the  total  organism.  For  a long  time  the  in- 
terrelationship of  function  between  the  psyche 
and  the  soma  was  not  recognized  beyond  the 
limited  area  of  the  response  of  adrenal  secretion 
to  fear  with  the  formulation  of  the  fight  or 
flight  concept.  Loss  of  appetite  or  excessive  ap- 
petite under  situations  of  grief,  the  somatic 
response  to  sexually  exciting  thoughts,  the 
nausea  that  many  experience  at  the  sight  of 
something  that  to  the  individual  is  idiosyncrat- 
ically  repulsive  was  observed  but  not  explained. 

As  those  interested  in  the  physiological  aspects 
of  the  organism’s  functioning  began  to  consider 
the  psychological  components  of  certain  somatic 
diseases,  the  separation  of  the  psyche  and  soma 
reached  a dangerously  absurd  level.  Thus,  some 
who  recognized  a psychological  factor  in  the 
causation  of  some  duodenal  ulcers  became  so 
impressed  by  this  one  factor  they  wished  to 
abandon  all  use  of  medication  and  diet,  and  to 
heal  only  through  treating  one  of  the  etiologi- 
cal agents  rather  than  treating  the  whole  syn- 
drome or  the  lesion  that  had  developed.  Be- 
cause asthmatic  attacks  appeared  to  be  precipi- 
tated by  certain  emotionally  charged  experi- 
ences, they  wished  to  ignore  the  allergic  com- 
ponent and  to  deprive  the  patient  of  the  symp- 
tomatic relief  as  well  as  the  preventive  aspects 
that  treatment  of  the  allergy  would  provide. 
Some  even  conceptualized  tuberculosis  as  a 
solely  psychologically  caused  disease.  It  was 
never  quite  clear  in  those  cases  whether  the  tu- 
berculosis bacillus  had  a complementary  psy- 
chological problem  that  brought  it  in  contact 
with  its  future  host! 

More  recently  this  isolated  study  that  has  sep- 
arated the  psyche  and  the  soma  is  gradually 
being  abandoned  and  the  interrelatedness  of  the 
two  facets  of  the  biological  organism  have  again 
been  subject  to  scrutiny.  The  study  of  this  inter- 
relationship, as  potentially  revealable  through 
the  correlation  of  physical  and  psychological 
findings,  is  in  a phase  in  which  specific  areas 
are  being  explored.  Confluence  of  those  areas 


into  a conceptualization  of  the  total  psychoso- 
matic structure  will  not  be  possible  until  there 
is  more  complete  knowledge  of  what  fuses  the 
“soma”  as  defined  by  one  group  of  students,  to 
the  “psyche”  as  defined  by  the  group  interested 
in  that  particular  function. 

Our  present  knowledge  of  the  neurological 
system  offers  only  limited  explanation  of  the 
fusion  of  the  role  of  the  soma  and  the  psyche. 
Many  other  components,  such  as  perhaps  the 
biochemistry  of  the  organism,  the  humoral, 
neurological,  and  endocrine  systems  will  prob- 
ably have  to  be  understood  more  thoroughly 
before  the  totality  of  the  organism  can  be  con- 
ceptualized. Until  then  it  is  inevitable  that  many 
concepts  will  remain  tenuous  and  subject  to  later 
re-evaluation. 

The  adjective  “psychosomatic”  modifying  a 
state,  a condition,  or  a disease  is  utilized  by 
some  to  cover  a large  range  of  psychological- 
psysiological  phenomena.  Others  use  it  with  a 
much  more  specific  connotation.  In  its  broadest 
use,  “psychosomatic”  may  refer  to  any  condition 
in  which  the  psychological  and  somatic  responses 
are  interrelated.  The  onset  of  certain  disease 
processes  may  be  related  to  the  general  physi- 
cal condition  of  the  individual;  due  to  fatigue, 
the  body  defenses  against  the  invasion  of  bac- 
teria have  become  less.  The  cause  of  fatigue  in 
a particular  instance  may  be  a psychological 
conflict  by  which  a person  is  overwhelmed.  Un- 
der such  circumstances,  the  interrelationship  be- 
tween the  psyche  and  the  soma  is  demonstrable 
and  thus,  by  using  a broad  definition  of  the 
term,  the  condition  may  be  considered  psycho- 
somatic. 

Closely  related  to  this  broad  definition  of 
psychosomatic  conditions  is  the  concept  of  a 
somato-psychic  state  in  which  the  somatic  condi- 
tion results  in  new  ways  of  psychlogical  adapta- 
tions. This  is  observable  when  a person,  be- 
cause of  some  physical  limitation,  develops  new 
modes  of  discharge  for  emotional  tension.  A 
business  man  who  has  used  the  golf  ball  upon 
which  to  expend  his  mounting  tension  from  his 
business  stresses  may,  because  of  his  vascular 
system,  have  to  abandon  golf.  His  wife  may 
then  replace  the  golf  ball,  his  tongue  the  golf 
club.  This  is  a somato-psychic  state.  The  emo- 
tional state  which  is  characterized  by  a sense  of 
relaxed  well-being  that  may  follow  strenuous 
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exercise  is  perhaps  another,  “normal”  somato- 
psychic state. 

Certain  psychological  problems  have  appar- 
ently at  least  a partial  origin  in  a somatic  ill- 
ness, but  continuing  to  be  in  evidence  after  the 
physical  illness  has  been  cured,  are  sometimes 
of  a more  pathological  nature.  For  example,  a 
child  having  had  rheumatic  fever  may  have 
completely  recovered  with  no  residual  heart 
damage  discernible.  However,  because  of  the 
previous  illness,  he  may  utilize  unconsciously 
the  heart  upon  which  to  focus  formerly  diffuse 
anxiety;  thus  the  heart  becomes  an  outlet  for  a 
neurotic  conflict.  The  child  may  utilize  the  con- 
dition consciously  as  a means  to  justify  other- 
wise unacceptable  behavior,  such  as  withdrawal 
from  sports  or  other  activities  that  are  not  of 
interest  to  him,  or  he  may  use  it  unconsciously 
as  a protection  against  certain  symbolic  implica- 
tions the  activity  has  for  him  that  are  anxiety- 
provoking.  In  both  instances,  the  heart  is  uti- 
lized to  handle  conflicts. 

A fourth  condition  which  would  seem  to  jus- 
tify the  term  “psychosomatic”  can  be  identified: 
those  conditions  in  which  pathology  exists  but 
no  symptoms  are  experienced  until  psychologi- 
cal tension  intervenes.  Those  cases  represent  a 
group  to  which  many  physicians  react  with  a 
diagnosis  of  “neurotic”.  A frequent  complaint 
leading- to  this  diagnosis  is  “back  pain”.  Some  of 
these  cases  illustrate  an  interesting  relationship 
between  somatic  pathology  and  psychological 
stress.  For  example,  an  adult  patient  was  re- 
ferred to  me  because  of  her  infantile  manner  of 
complaining  about  a pain  in  her  back.  The  pain 
had  come  on  one  morning  when  she  tried  to  get 
out  of  bed.  It  first  occurred  a week  after  the 
marriage  of  her  daughter.  In  discussing  her 
background,  she  revealed  that  for  years  she  had 
been  consciously  envious  of  her  husband’s  rela- 
tionship with  her  daughter.  As  long  as  the  latter 
was  in  the  house,  the  older  woman  had  success- 
fully competed  with  her.  When  the  daughter 
married,  the  patient  realized  that  her  husband 
valued  the  daughter’s  maturity  and  was  irritated 
by  his  wife’s  clinging,  infantile  behavior.  The 
night  before  the  onset  of  the  back  pains,  she 
had  resolved  to  “straighten  up”  and  be  more 
mature  in  her  behavior.  She  said,  “I  really  actu- 
ally squared  my  shoulders  and  stood  up  straight, 
but  now  I can’t,  it  hurts  too  much.”  Xrays  were 
interpreted  as  indicating  no  pathology  sufficient 


to  explain  the  pain.  The  orthopedic  surgeon  in 
charge  of  the  case  originally  resisted  doing 
surgery,  insisting  that  Jane  was  just  a “spoiled 
neurotic”,  but  finally  agreed  to  do  an  explora- 
tory operation.  He  found,  to  his  dismay,  that 
three  discs  had  practically  disappeared,  with 
evidence  around  the  area  suggesting  a chronic 
condition  which  had  been  caused  by,  and  had 
also  led  to,  a very  pathological  condition  of  the 
spine.  The  patient,  however,  even  with  the  en- 
couragement of  these  findings,  could  not  recall 
any  experience  with  back  pains  prior  to  the 
morning  when  she  was  unable  to  get  up.  Is  it 
possible  that  this  patient’s  decision  to  “straighten 
up”  was  actually  expressed  by  her  not  only  in 
her  attempt  at  more  mature  behavior,  but  also 
by  the  literal  interpretation  of  her  words  to 
stand  straight,  thus  producing  a stress  in  her 
back  muscles  that  had  formerly  not  been  pres- 
ent? 

A somewhat  different  type  of  case,  but  with 
many  similarities,  was  that  of  a woman  who  had 
had  a known  arthritic  spine  for  several  years. 
She  was  symptom-free  for  the  most  part,  but 
periodically  was  relatively  crippled  by  an  ex- 
tremely painful  back.  In  psychoanalytic  thera- 
py, which  had  not  been  primarily  focused  on 
her  back  condition,  a clue  to  her  back  pain  be- 
came apparent.  When  faced  with  insight  into  a 
conflict  that  was  related  to  a reality  situation 
which  was  difficult  to  handle,  she  usually  at- 
tempted to  deal  with  it  by  an  intellectual,  and 
thus  a rational,  approach.  She  would  then  de- 
velop a protracted  migraine  headache  that 
would  last  several  days.  If,  however,  her  ap- 
proach to  a solution  was  the  impatient  one  that 
she  should  be  able  to  handle  the  situation  like  a 
grown-up  person,  have  some  courage,  and  face 
up  to  all  that  was  implied,  she  would  be  unable 
to  get  out  of  bed  because  of  back  pain.  The  pain 
itself  was  the  result  of  an  arthritic  plaque  which, 
as  demonstrated  by  neurological  examination, 
was  pressing  on  certain  nerve  roots.  At  other 
times,  she  had  limitation  of  motion  in  her  back, 
but  no  pain. 

There  are  other  conditions  in  which  an  organic 
defect  becomes  demonstrable  only  when  psy- 
chological difficulties  create  strain.  One  further 
example  I would  like  to  mention  is  that  of  pa- 
tients with  Petit  Alai  seizures  whose  E.E.G. 
shows  a petit  mal  pattern.  An  example  of  this 
interrelationship  was  a child  whom  l saw  at  the 
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age  of  four.  From  the  age  of  two-and-a-half  he 
had  attacks  in  which  he  suddenly  had  difficulty 
with  respiratory  expiration  and  momentarily  lost 
contact  with  his  surroundings.  At  times  these  at- 
tacks would  be  repetitive  for  an  hour  or  more 
with  return  to  contact  between  episodes  lasting 
only  a minute  or  two.  Medication  that  success- 
fully stopped  the  symptoms  resulted  in  a leth- 
argy that  was  close  to  sleep.  To  keep  him  suf- 
ficiently alert  to  have  a learning  experience,  the 
medication  had  to  be  limited  so  that  during  pe- 
riods of  time  the  symptoms  prevented  learning. 
He  was  referred  to  me  when  in  the  pre-kinder- 
garten school  his  teacher  felt  he  was  not  teach- 
able, in  spite  of  very  superior  intelligence.  For 
brevity,  the  psychological  problem  with  which 
he  struggled  can  be  presented  by  a description 
of  a repetitive  play  of  his.  He  fantasied  two  big 
bugs;  one  tried  to  attack  him,  one  protected  him. 
Either  bug  might  play  either  role.  It  finally  be- 
came obvious  that  when  his  mother  and  father 
quarreled,  which  was  frequent  and  violent,  they 
acted  like  the  bugs.  One  verbally  attacked  my 
patient,  the  other  immediately  protected  him. 
Help  to  the  parents  so  that  this  boy  was  not  only 
not  the  victim  of  their  quarrels,  but  also  less 
exposed  to  them,  as  well  as  help  to  the  child  so 
that  he  understood  his  fear  of  the  quarreling 
more  adequately,  resulted  in  the  seizures  disap- 
pearing so  that  medication  could  be  stopped.  I 
would  like  to  stress  that  these  modifications  of 
the  life  situation  for  the  child  did  not  change 
the  organic  factor;  the  organic  factor  became 
significant  only  under  psychological  stress  which 
the  child  could  not  handle. 

In  contrast  to  the  use  of  the  term  “psychoso- 
matic” in  a rather  broad  context,  the  term  is 
also  used  in  other  writings  with  a more  specific 
meaning.  These  writings  are  based  on  studies  of 
specific  diseases  in  which  there  seems  to  be  a 
close  correlation  between  a psychological  con- 
stellation and  the  specific  disease.  The  initial 
approach  to  the  study  of  specific  conditions 
that  appeared  to  have  in  part  a psychological 
etiology  was  in  accordance  with  the  format  es- 
tablished for  studying  the  psychoneuroses.  The 
diseases  were  considered  to  be  a form  of  con- 
version hysteria,  the  organ  serving  as  a sym- 
bolic representation  of  the  conflict,  and  the 
symptom  an  attempted  resolution  of  it.  Many 
thoughtful  students  of  these  conditions  continue 
to  consider  the  syndrome  to  be  a form  of  con- 


version hysteria.  Psychoanalysis  or  other  forms 
of  intensive  study  of  individuals  with  one  of 
these  specific  diseases  offer  at  times  seemingly 
confirmatory  evidence  of  the  conversion  core  of 
the  disease.  Dreams  and  associations  frequently 
relate  to  the  particular  physical  condition  from 
which  the  patient  suffers,  and  the  symptoms 
seem  to  express  the  unconscious  conflict  that 
cannot  be  mastered. 

As  the  material  derived  from  our  intensive 
study  of  children  with  certain  diseases  was  re- 
viewed by  several  people,  the  question  of  the 
symbolic  significance  of  the  physical  condition 
was  often  raised.  An  example  in  point  was  that 
of  an  asthmatic  child  who  dreamed  of  being 
smothered  by  his  mother  and  then  awakened 
with  an  asthmatic  attack.  Was  the  asthmatic  at- 
tack a somatic  expression  of  his  ambivalence  to- 
ward his  mother,  a response  to  the  seductive  and 
erotic  longings  that  became  part  of  a dream,  or 
was  the  recalled  part  of  the  dream  precipitated 
by  the  onset  of  the  asthma,  and  only  secondarily 
associated  with  feelings  about  his  mother?  A 
child  with  ulcerative  colitis,  at  a time  when  he 
was  dealing  with  his  problems  related  to  his 
feminine  identification,  dreamed  of  something 
inside  of  himself  which  was  dangerous  to  him; 
this  was  readily,  through  his  verbalization,  iden- 
tifiable as  a pregnancy  fantasy.  He  also  associ- 
ated his  bleeding  with  menstruation.  However, 
different  symbolic  uses  of  his  ulcerative  colitis 
were  revealed  at  other  times  with  no  direct  re- 
lationship between  exacerbation  of  the  intesti- 
nal pain  or  bleeding,  or  a remission.  Further- 
more, it  was  not  uncommon  for  the  children  to 
interpret  their  physical  condition  as  either  a 
punishment  for,  or  prohibition  of,  an  act.  This 
was  a conscious  idea  of  which  they  were  aware 
before  therapy.  It  appeared  to  be  an  intellectual 
explanation,  one  often  suggested  by  the  parents 
and  other  adults,  rather  than  insight  into  an  un- 
conscious attempt  at  expiation  or  self-control. 

There  is  no  question  but  what  the  diseases 
had  a symbolic  meaning  to  all  of  the  children 
with  whom  we  worked,  by  the  time  they  were 
admitted  to  our  study.  The  symbolic  use  of  the 
symptoms,  we  finally  concluded,  was  a second- 
ary elaboration  rather  than  a basic  use  that 
would  imply  a conversion  hysteria.  Time  does 
not  permit  a comprehensive  review  of  the  litera- 
ture covering  the  conceptualization  of  those  who 
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consider  certain  psychosomatic  diseases  similar 
to  the  conversion  hysteria  syndrome,  or  those 
who  have  deviated  from  that  conceptualization. 
From  the  cases  we  studied,  we  found  the  formu- 
lation of  Dr.  Franz  Alexander  and  his  co-work- 
ers in  Chicago  more  applicable.  Dr.  Alexander 
(1952)  states,  “A  vegetative  neurosis  consists  of 
psychogenic  dysfunction  of  a vegetative  organ 
which  is  not  under  control  of  the  voluntary 
neuromuscular  system,  and  which  therefore  does 
not  express  any  (primary)  psychological  mean- 


ing. The  vegetative  symptom  is  not  a substitute 
expression  of  the  emotions,  but  its  normal  physi- 
ological concomitant.  The  pathologic  nature  of 
the  condition  consists  primarily  in  the  fact  that 
under  continued  emotional  stimuli,  caused  by 
unresolved  conflict,  the  vegetative  responses  be- 
come chronic.  In  time,  they  may  lead  to  irre- 
versible tissue  changes,  resulting  in  clear-cut  or- 
gan syndromes.” 

Dr.  Josselyn’s  article  will  be  concluded  in  the  September  issue  of 
ARIZONA  MEDICINE. 


DRUG  EFFICACY-— WHO'S  TO  SAY? 

The  (new  drug)  law  should  be  modified  by  the  deletion  of  F.D.A.  respon- 
sibility for  “efficacy”.  The  final  approbation  or  disapproval  of  a drug  should 
be  in  the  hands  of  the  medical  profession  and  not  the  F.D.A.  In  addition,  there 
are  many  officials  of  the  F.D.A.  who  should  reassess  their  relationship  to  the 
pharmaceutical  industry  in  the  light  of  the  sound  philosophy  that  a successful 
democracy  is  more  than  a form  of  government;  it  is  a behavior  pattern  which 
stems  from  the  “Golden  Rule”.  — John  C.  Krantz,  Jr.,  Ph.D.,  in  Military  Medicine, 
130:1,  (Jan.)  1965. 
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The  Heart  and  Its  Blood  Supply 


Claude  S.  Beck,  M.D. 


INTRODUCTION 

THIS  presentation  concerns  Blood  Supply  To 
The  Heart  and  Its  Life  and  Death  Relation- 
ships. By  choice  society  does  not  concern  itself 
with  death  for  fear  that  it  might  splash  upon  us. 
The  most  highly  educated  members  of  society 
avoid  consideration  of  this  subject.  We  know 
that  it  is  going  to  happen  to  each  and  every  one 
of  us  and  we  think  we  know  that  nothing  can  be 
done  about  it  when  it  does  occur.  This  is  an  er- 
roneous belief  because  in  many  instances  some- 
thing can  be  done  about  death  and  it  is  impor- 
tant for  us  to  know  When  Death  Can  Be  Re- 
versed and  How  Death  Can  Be  Reversed.  There 
are  two  kinds  of  death  but  few  of  us  know  what 
they  are.  We  know  how  we  are  born,  feet  first 
or  head  first,  but  we  don‘t  know  how  we  die. 


Professor  of  Cardiovascular  Surgery;  The  Western  Reserve  Uni- 
versity, Cleveland  6,  Ohio. 

This  work  was  supported  by  grants  from  the  Medical  Corps  of 
the  United  States  Army  and  from  the  United  States  Public  Health 
Service. 


In  1923  Dr.  Beck  and  Dr.  Cutler  performed  the  first  mitral 
valvulotomy.  In  1947  Dr.  Beck  first  successfully  defibriUated 
the  human  heart.  This  review,  accompanied  by  two  new  motion 
pictures  on  the  subject,  is  a representation  of  an  original  theory 
on  the  etiology  of  both  cardiac  arrest  and  ventricular  fibrillation. 
Therapy  is  also  discussed. 

Dr.  Beck  has  performed  the  pericardial,  epi-pericardial  abra- 
sion, pericardial  fat  transplant  and  narrowing  of  the  coronary 
sinus  operative  procedure  on  over  800  patients.  The  operative 
mortality  was  5.9  per  cent.  The  subsequent  four  year  mortality 
was  14.7  per  cent  and  80  per  cent  returned  to  a gainful  occupa- 
tion. In  a non-operative  group  the  four  year  mortality  was 
42  per  cent. 

Both  Dr.  Beck’s  theories  remain  controversial.  However,  this 
documented  evidence  of  at  least  a partial  victory  over  coronary 
artery  disease,  our  greatest  single  cause  of  death,  suggests  con- 
tinued thoughtful  appraisal  of  this  surgeon-intellectual  and  the 
Beck  One  Operative  Procedure. 


Strange,  indeed,  that  this  vacuum  in  knowledge 
exists.  This  subject  deserves  sober  consideration. 
A vast  teaching  program  confronts  us  because 
three  out  of  every  four  fatal  heart  attack  victims 
can  be  made  to  live  again  if  the  right  thing  is 
done  at  the  moment  of  death.  And  these  victims 
can  live  for  years  with  the  same  heart  without 
removing  or  curing  the  disease  in  the  heart. 
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These  hearts  electrocute  themselves  and  they 
need  to  be  de-electrified.  Approximately  500,000 
people  lose  their  lives  each  year  from  the  fatal 
heart  attack  and  most  of  these  hearts  still  have 
mileage  left  in  them.  We,  in  Cleveland,  organ- 
ized the  Resuscitators  of  America  and  teach  vol- 
unteers — men,  women,  high  school  students  — 
what  to  do  at  the  moment  of  death.  We  hope 
that  chapters  will  be  organized  in  every  com- 
munity and  that  the  medical  centers  will  have 
the  proper  apparatus  to  shock  the  heart  out  of 
its  convulsion  and  restore  the  heart  beat. 

PHYSIOLOGY 

THE  ELECTRICAL  IMPULSE 

It  is  not  necessary  to  describe  the  origin  of 
the  electrical  impulse  in  the  heart.  It  is  created 
by  the  passage  of  charged  ions  across  cell  mem- 
branes. The  S-A  node  is  especially  responsive  to 
the  passage  of  these  charged  particles.  It  is  not 
necessary  to  describe  the  passage  of  this  impulse 
down  the  conducting  mechanism  to  the  muscle. 
The  various  terms  used  to  describe  the  electri- 
cal phenomena  in  the  heart  are  polarization,  de- 
polarization, refractory  period  and  fibrillation. 
These  are  visualized  in  a model  consisting  of  a 
ball  of  iron  in  dilute  nitric  acid.  Not  only  can 
each  of  these  phenomena  be  seen  but  up-and- 
down  deflections  in  the  electrocardiogram  can 
be  recorded.  The  electricity  produced  can  be 
measured.  Fibrillation  is  a chain  reaction  of  con- 
tinuous action  in  the  physical  model  and  this 
corresponds  to  fibrillation  in  the  human  heart. 
Visualization  of  these  phenomena  gives  reality 
to  these  terms.  They  are  not  vague  processes 
that  can  only  be  described.  They  are  actually 
seen. 

HOW  DO  YOU  DIE?  A STRANGE  QUERY 

The  two  modes  of  death  are  not  common 
knowledge.  We  know  how  we  are  born;  we 
scarcely  know  how  we  die.  We,  the  people,  do 
not  like  contact  with  death  and  contact  is  avoid- 
ed if  possible.  Even  discussion  of  this  subject  is 
avoided.  We  have  no  Institute  to  Study  Death 
and  the  Dying  Process  as  they  have  in  Russia. 

1.  The  One  Color  Anoxic  (Blue)  Heart.  This 
is  produced  in  the  experimental  laboratory  by 
clamping  off  the  intratracheal  tube  in  the  anes- 
thetized dog.  The  heart  becomes  blue  and  as 
the  dog’s  oxygen  is  consumed  the  anoxia  deep- 
ens. The  heart  is  uniformly  blue.  After  three  to 
five  minutes  the  beat  becomes  weak  and  the 


heart  stops  in  standstill.  The  electrical  impulses 
continue  to  flow  after  the  heart  stops  beating. 
This  blue  heart  is  electrically  stable.  Air  hunger 
is  present  but  there  is  no  anginal  pain.  This 
mode  of  death  occurs  in  a wide  variety  of  con- 
ditions — choking,  drowning,  asthma,  suffoca- 
tion, pneumonia,  heart  failure,  etc.  This  mode  of 
death  can  be  recognized  when  the  victim  dies. 
It  is  a clinical  entity. 

In  the  absence  of  cardiac  failure  due  to  dis- 
ease this  heart  can  be  made  to  beat  again  by 
restoration  of  the  oxygen-system  and  by  the  use 
of  adrenalin.  The  oxygen-system  consists  of  aera- 
tion of  the  lungs  and  circulation  of  the  blood. 
Three  to  five  minutes  of  anoxia  produces  irre- 
versible damage  to  the  brain. 

2.  The  Two  Color  Pink  and  Blue  Heart.  Un- 
even distribution  of  coronary  blood  supply  pro- 
duces electrical  imbalance  in  the  heart  muscle. 
The  passage  of  charged  ions  across  cell  mem- 
branes is  different  in  blue,  anoxic  muscle  as 
compared  to  pink,  well  oxygenated  muscle.  An 
electrical  charge  develops  at  the  interface  be- 
tween pink  and  blue  muscle  and  a discharge 
takes  place  like  a condenser  discharge.  This 
destroys  the  coordinated  heart  beat.  The  heart 
muscle  convulses  or  fibrillates.  This  is  the  fatal 
heart  attack.  This  condition  is  produced  in  the 
experimental  laboratory  1,  by  ligation  of  a cor- 
onary artery  and  2,  by  release  of  an  occluding 
ligature  so  that  well  oxygenated  blood  comes 
into  contact  with  anoxic  muscle.  Red  blood  into 
anoxic  muscle  is  more  likely  to  fibrillate  the 
heart  than  is  occlusion  of  an  artery.  In  each  con- 
dition the  oxygen-differentials  between  pink  and 
blue  muscle  produces  this  fatal  electrical  con- 
dition. 

3.  The  Mild  Two  Color  Heart  Plus  A Booster. 
The  fatal  attack  can  be  produced  when  the  de- 
gree of  anoxia  is  mild  and  not  severe  enough  to 
produce  necrosis  of  muscle.  This  is  produced  in 
the  experimental  laboratory  when  a stenosing 
ligature  is  placed  around  a coronary  artery. 
Stenosis  or  narrowing  is  in  contrast  to  an  oc- 
cluding ligature.  The  anoxic  muscle  receives 
some  blood  but  in  reduced  amount.  Under  this 
condition  the  heart  may  be  electrically  stable 
and  the  beat  is  maintained.  When  ice  water  is 
dripped  upon  the  heart  under  this  experimental 
condition  the  heart  fibrillates.  The  ice  water  is 
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a booster  to  death  and  is  similar  to  the  mech- 
anism of  death  brought  on  when  shoveling 
snow.  Fibrillation  occurs  when  adrenalin  is  giv- 
en to  the  mild  two  color  heart  produced  experi- 
mentally as  above.  This  experimental  condition 
is  similar  to  death  on  the  golf  course  when  the 
victim  makes  his  own  adrenalin.  There  are  other 
conditions  or  boosters  that  can  kill.  These  con- 
ditions are  visualized  in  motion  pictures. 

In  a study  of  500  victims  who  died  of  heart 
attacks  occurring  outside  the  hospital  26%  had 
stenosis  of  a coronary  artery  without  occlusion 
and  without  infarct;  63%  had  no  new  or  recent 
disease  in  coronary  arteries  or  muscle/”  Death 
occurs  after  a so-called  mild  heart  attack  and 
sometimes  there  is  no  damage  at  all  to  the 
heart.  The  fact  that  injury  and  injury  current 
are  not  necessary  components  for  death  brings 
the  explanation  of  these  deaths  without  injury 
under  the  umbrella  of  science.  Without  this 
knowledge  there  was  no  explanation  for  death. 
The  medical  cardiologist  has  repeatedly  stated 
“there  is  no  explanation  for  death  in  this  pa- 
tient”. The  Medical  Establishment  still  clings  to 
this  attitude  of  “no  explanation”  in  the  absence 
of  injury. 

Reversal  of  The  Fatal  Heart  Attack.  The 
heart  can  be  shocked  out  of  fibrillation  by  pass- 
age of  an  electric  current  through  the  heart  or 
through  the  intact  chest.  The  heart  can  be  de- 
electrified.  This  was  accomplished  by  the  writer 
in  1947. <2)  This  was  the  first  successful  reversal 
in  history.  When  it  was  done  it  was  considered 
nothing  more  than  a successful  case  of  Resusci- 
tation. It  had  no  meaning  that  could  be  applied 
to  coronary  artery  disease.  In  no  way  did  it 
clarify  the  scientific  understanding  of  this  dis- 
ease. According  to  the  Medical  Establishment 
it  should  not  have  been  possible.  The  fact  that 
this  accomplishment  occurred  should  have 
served  notice  that  a conflict  in  the  science  was 
in  the  making  but  for  18  years  this  conflict  has 
remained  unresolved. 

Cardiological  Knowledge  Versus  Treatment. 

Since  death  can  be  reversed  without  reducing 
anatomical  disease  and  since  these  victims  can 
live  for  years  with  the  same  heart  the  next  logi- 
cal step  concerns  the  cause  of  electrical  death 
and  reduction  of  its  incidence.  This  approach 
is  not  based  upon  extirpation  of  disease.  It  is 
based  upon  a more  even  distribution  of  coro- 


nary blood  supply  so  that  the  oxygen-differen- 
tials are  compatible  with  life  and  well  being. 
There  should  be  no  conflict  with  this  approach 
because  the  drugs  in  common  usage  improve 
distribution  by  opening  collaterals.  In  the  exper- 
imental laboratory  nitroglycerin  improved  dis- 
tribution by  a small  but  measurable  amount/3' 
The  improvement  was  temporary.  The  Beck  op- 
eration was  devised  to  improve  distribution.  This 
operation  is  five  times  as  effective  as  nitroglyc- 
erin and  it  is  permanent.  The  collaterals  pro- 
duced by  operation  are  readily  visualized.  In- 
deed, the  motion  pictures  show  the  injection 
mass  passing  from  one  artery  to  another  in  the 
operated  heart  whereas  in  the  non-operated 
heart  little  or  nothing  goes  across  from  one  ar- 
tery to  another.  The  collaterals  produced  by  op- 
eration reduce  the  incidence  of  fibrillation  by 
40  per  cent  after  a test  coronary  artery  was  oc- 
cluded. There  were  100  dogs  in  each  series  of 
experiments.  In  the  dogs  that  survived  test  ar- 
tery occlusion,  the  infarct  was  reduced  in  size 
by  about  three-fourths. 

Why  are  these  facts  so  difficult  to  accept? 
There  are  several  reasons.  The  important  one 
was  expressed  by  a former  President  of  the 
American  Heart  Association.  He  stated  to  the 
writer  that  “we  (the  American  Heart  Associa- 
tion) are  going  to  keep  the  surgeon  in  his  place 
concerning  coronary  artery  disease”.  In  this  the 
Medical  Establishment  has  been  successful.  In 
this  country  as  in  Great  Britain  and  elsewhere 
(except  Sweden)  the  medical  leadership  chooses 
to  ignore  the  facts  produced  by  an  enormous 
amount  of  experimentation.  Our  Medical  Es- 
tablishment gives  approval  to  open  collaterals 
by  the  various  medicaments  but  it  does  not  ap- 
prove the  creation  of  collaterals  by  surgical  op- 
eration even  though  they  are  better  and  perma- 
nent. Many  victims  of  the  disease  pay  a high 
price  for  this  derelection  in  treatment. 

Addendum:  This  is  a resume  of  the  facts  brought 
out  by  a motion  picture  presented  to  the  Arizona 
State  Medical  Association  at  its  74th  Annual 
Meeting.  In  its  printed  form  it  serves  the  purpose 
of  having  made  notes  on  this  motion  picture. 
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INTRODUCTION 

THE  subject  of  mental  retardation  is  a compli- 
cated one.  Years  ago  this  was  merely  a 
wastebasket  term  and  the  interest  of  the  phy- 
sician often  waned  with  the  making  of  the  diag- 
nosis of  mental  retardation.  The  current  method 
involves  the  attempt  to  make  a pinpoint  diag- 
nosis through  the  multidisciplinary  approach 
Mental  retardation  is  a legal,  social,  psychologi- 
cal, medical,  psychiatric  and  educational  prob- 
lem. 

The  Child  Evaluation  Center  was  started  as 
a result  of  a grant  from  the  Children’s  Bureau 
to  the  Arizona  State  Department  of  Health  in 
1956.  The  intention  was  that  this  multidiscipli- 
nary center  would  be  used  as  a pilot  program 
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for  a specified  number  of  years  to  demonstrate 
to  the  community  the  need  for  this  approach  to 
mental  retardation.  The  project  has  been  ad- 
ministered by  the  Maricopa  County  Health  De- 
partment since  January  1,  1963. 

This  paper  will  attempt  to  outline  the  unique 
contribution  of  the  “team  approach”  to  the 
study  of  mental  retardation. 

THE  SOCIAL  WORKER 

In  this  outpatient  clinic  for  children  suspected 
of  being  mentally  retarded  the  social  worker 
is  the  first  contact  with  either  the  child’s  nat- 
ural or  legal  parents.  Because  the  clinic  is  a tax 
supported  agency,  and  because  parents  have 
deep-seated  and  complex  feelings  about  retarda- 
tion, the  skill  of  the  social  worker  in  either  ac- 
cepting, rejecting  or  referring  the  applicant  to  a 
proper  source  to  meet  the  child's  needs  is  an  im- 
portant one. 

Orientation  to  the  clinic’s  total  function  and 
the  role  of  each  discipline  is  given  to  the  par- 
ents. This  interpretation  then  provides  the  par- 
ents with  the  beginning  knowledge  of  what  they 
can  expect  of  the  clinic.  Also  it  gives  them  the 
opportunity  of  re-forming  the  questions  they 
wish  answered  about  the  current  handicap  of 
their  child  and  future  plans  for  him  following 
the  evaluation.  The  early  establishment  of  the 
feeling  of  co-operation,  understanding  and  ac- 
ceptance facilitates  two-way  communication  be- 
tween the  parents  and  team. 

In  determining  the  child’s  eligibility  for  eval- 
uation, the  social  worker  begins  with  the  first 
contact  to  obtain  information  which  individual- 
izes each  child  and  his  parents.  The  collection 
of  data  related  to  physical  and  emotional  prob- 
lems sometimes  gives  clues  as  to  the  etiology  of 
his  mental  retardation.  The  social  worker  re- 
quests from  the  parents  their  written  permis- 
sion to  obtain  any  information  from  medical,  ed- 
ucational, public  or  private  agencies  and  insti- 
tutions who  have  been  either  directly  or  indi- 
rectly associated  with  the  child. 

The  social  worker  assumes  the  responsibility 
for  selecting  the  cases  for  staff  conferences.  Each 
chart  is  reviewed  to  determine  that  all  material 
requested  by  each  staff  member  has  been  re- 
ceived. When  indicated,  any  collateral  person- 
nel who  have  been  actively  associated  with  the 
child  and/or  his  family  are  invited  by  the  social 
worker  to  participate  in  the  staff  conference. 
These  may  be  teachers,  psychologists,  public  or 


private  agency  social  workers,  and  personnel 
from  rehabilitation  centers.  In  this  respect  the 
social  worker  acts  as  a liaison  between  the  cen- 
ter and  community  organizations  and  individu- 
als. 

Together  with  the  pediatrician  and/or  the 
psychologist,  the  social  worker  conducts  the  par- 
ent conference  at  which  time  the  results  of  the 
total  evaluation  are  shared  with  the  parents. 
Follow-up  interviews  are  offered  when  needed 
to  help  parents  understand  the  diagnosis  and 
implications  of  mental  retardation,  and  to  pre- 
pare them  for  possible  long-term  counseling 
from  another  source.  The  social  worker  is  also 
responsible  for  putting  into  effect  the  recom- 
mendations of  the  staff  with  respect  to  referral 
to  other  agencies. 

THE  PUBLIC  HEALTH  NURSE 

The  public  health  nurse  functions  in  a dual 
capacity,  participating  in  the  evaluation  process 
itself  and  serving  as  liaison  between  the  Child 
Evaluation  Center  and  other  nurses  on  the  staff 
of  the  Maricopa  County  Health  Department. 

Observation  of  the  child  and  his  family  in  the 
home  setting  is  essential  to  the  complete  evalu- 
ation of  a child  suspected  of  being  mentally  re- 
tarded as  it  is  the  only  opportunity  to  see  the 
interaction  and  functioning  of  the  child  in  his 
normal  environment.  The  public  health  nurse 
visits  the  home  for  the  purpose  of  observing 
symptoms  of  mental  retardation  evidenced  by 
the  child’s  behavior,  assessing  problems  in  rela- 
tion to  his  care  and  management,  and  identify- 
ing factors  involved  in  the  family’s  ability  to 
provide  for  his  needs.  Her  observations,  added 
to  those  of  other  members  the  team,  form  a basis 
from  which  recommendations  can  be  made  for 
helping  the  family  plan  a realistic  program  of 
care.  As  these  recommendations  are  formulated, 
she  helps  to  identify  areas  in  which  continued 
nursing  service  can  be  of  assistance  to  the  fam- 
ily. 

Following  the  parent  conference  if  on-going 
nursing  service  is  indicated,  a referral  is  made 
to  the  district  public  health  nurse.  The  decision 
for  public  health  nursing  follow-up  rests  with 
the  parents  and  their  physician.  This  follow-up 
includes  the  usual  assistance  with  health  super- 
vision and  emotional  support  to  the  parents. 
(Special  problems  in  relation  to  feeding  or  nu- 
trition may  be  referred  to  a nutritionist  for  as- 
sistance). The  nurse  can  assist  with  specific 
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problems  such  as  proper  feeding  techniques  and 
equipment,  methods  of  toilet  training,  speech 
stimulation,  and  developing  dressing  skills,  ap- 
propriate toys  and  play  activities,  etc.  In  doing 
this,  she  helps  the  parents  learn  how  to  assess 
the  child’s  level  of  development  and  to  recog- 
nize progress  which  may  indicate  need  for  ad- 
justment in  management.  If  specific  medical 
treatment  has  been  recommended  by  the  center 
she  helps  the  family  to  carry  out  medical  orders. 
If  the  family  cannot  afford  the  services  of  a pri- 
vate physician  she  helps  them  find  an  appropri- 
ate community  resource.  The  over-all  goal  of 
nursing  follow-up  is  to  facilitate  the  child’s  so- 
cial adjustment,  particularly  with  respect  to  self- 
care  techniques. 

THE  PSYCHOLOGIST 

The  psychologist’s  role  is  essentially  two-fold: 
diagnostic  testing  and  teaching  or  parent  guid- 
ance. His  primary  responsibility  is  in  the  area 
of  diagnosis.  He  determines  through  diagnostic 
instruments  the  level  of  intellectual  function- 
ing, whether  there  is  likely  any  underlying  po- 
tential which  for  any  reason  may  not  be  felt  at 
the  present  time,  the  level  of  social  maturity, 
level  of  achievement,  and  an  analysis  of  person- 
ality dynamics. 

The  psychologist  has  at  his  disposal  a variety 
of  intelligence  tests  — the  measures  of  general 
intellect,  together  with  a number  of  specialized 
tests.  The  latter  are  used  in  instances  where  the 
child  does  not  speak,  where  he  has  one  or  a 
number  of  sensory  deficits  (such  as  auditory, 
visual  or  both ) , or  where  he  has  a motor  deficit 
which  prevents  him  from  manipulating  the  usual 
test  objects.  Generally  the  child  is  administered 
a number  of  intelligence  tests.  Since  we  know 
intelligence  is  a complex  entity  we  want  to  make 
certain  we  are  measuring  as  wide  a sample  of  his 
behavior  as  possible.  In  general,  infant  intelli- 
gence tests  are  not  thought  to  be  highly  reliable 
and  for  this  reason  the  phychologist  prefers  to 
have  a re-evaluation  at  a later  date  to  assure  a 
better  estimate  upon  which  long-term  planning 
might  be  made. 

The  child’s  level  of  social  adaptability  is  an 
important  measure  which  augments  the  intellec- 
tual findings.  This  tells  us  to  what  extent  the 
child  is  able  to  make  use  of  that  degree  of  in- 
telligence he  has.  It  also  alerts  us  to  the  possi- 
bility of  parental  over-protection  or  over-indul- 
gence on  the  one  hand,  or  to  the  possibility  or 


parental  over-expectation  and  excessive  pushing 
or  pressure  on  the  other. 

If  the  child  has  had  any  educational  experi- 
ence we  want  to  know  to  what  extent  he  has 
been  able  to  profit  from  that  academic  exposure 
and  this  can  be  estimated  through  his  perform- 
ance achievement  tests. 

Contrary  to  previous  beliefs,  retarded  chil- 
dren do  have  anxieties,  fears  and  sometimes  seri- 
ous emotional  problems.  It  stands  to  reason  that 
if  a youngster’s  ability  to  reason  and  to  inte- 
grate himself  in  a complex  environment  is  seri- 
ously curtailed  through  mental  retardation  he 
can  become  confused  and  frightened  much  more 
readily  than  a normal  individual  his  age.  He 
may  be  administered  one  of  a variey  of  person- 
ality tests  if  he  is  sufficiently  mature.  If  he  ap- 
pears to  be  autistic,  psychotic,  or  if  the  symp- 
toms presented  cannot  be  differentiated  from 
those  presented  by  organically  brain  damaged 
youngsters,  he  is  referred  to  the  psychiatric 
consultant  for  further  investigation. 

The  psychologist’s  second  responsibility  is  in 
the  area  of  teaching  or  parent  guidance.  The 
center  has  found  that  some  parents  need  a good 
deal  of  direct  information  in  terms  of  methods 
of  training  the  child.  Secondary  gains  from  such 
group  meetings  are  derived  from  the  support  of 
associating  with  parents  whose  children  have 
similar  problems.  In  this  respect  they  are  given 
an  opportunity  to  express  their  frustrations  and 
exasperations  relative  to  a severely  limited  child. 
At  the  present  time  this  type  of  activity  is  limit- 
ed to  parents  of  the  severely  retarded  because  it 
is  this  group  for  whom  the  community  has  the 
least  to  offer  in  the  way  of  guidance. 

THE  PEDIATRICIAN 

The  pediatrician  is  responsible  for  medical 
evaluation  of  the  child.  This  includes  historical 
information  regarding  the  background  of  the 
child  and  his  parents.  The  development,  past 
illnesses  and  immunizations  of  the  child  are  re- 
corded. All  former  physicians  of  the  patient  are 
contacted  for  information  and  are  found  to  be 
generally  enthusiastic  in  co-operating.  With  per- 
mission of  the  parents,  the  hospital  where  the 
child  was  born  is  often  requested  to  send  infor- 
mation on  the  birth. 

In  obtaining  information  on  prenatal  history 
the  mother  is  questioned  regarding  the  extent  of 
prenatal  medical  care.  Information  regarding 
the  presence  of  viral  diseases,  convulsions,  dia- 


August,  1935 


619 


betes,  bleeding,  accidents,  pelvic  x-rays  and  spe- 
cial medication  taken  during  the  pregnancy  is 
sought.  She  is  also  questioned  regarding  any 
special  diets  and  possible  Rh  or  ABO  incompati- 
bility is  explored.  Data  regarding  the  birth  such 
as  the  type  of  delivery,  need  for  resuscitation, 
length  of  time  required  to  establish  easy  respira- 
tions, presence  of  cyanosis,  jaundice,  convul- 
sions and  the  necessity  for  using  oxygen  during 
the  neonatal  period  are  compiled.  All  other 
pregnancies  are  reviewed  and  inquiries  are  made 
into  the  family  history  for  the  possible  presence 
of  conditions  which  are  known  to  have  a genetic 
significance. 

The  child’s  rate  of  development  is  very  impor- 
tant because  often  this  establishes  the  fact  that 
the  child  was  retarded  from  early  life.  This  in- 
volves questioning  on  developmental  milestones 
such  as  when  the  child  first  held  his  head  erect, 
followed  objects  with  his  eyes,  sat  unsupported, 
walked  alone  and  said  his  first  words.  Illnesses 
with  sequelae,  surgical  procedures  and  injuries 
are  explored  to  determine  if  they  interfered 
significantly  with  development.  The  parents’  de- 
scription of  the  child’s  behavior  patterns  is  of 
further  significance. 

After  the  examination  a working  diagnosis  is 
made  using,  where  possible,  the  terminology  of 
the  American  Association  on  Mental  Deficiency. 
This  classification  divides  mental  retardation  in- 
to eight  segments:  mental  retardation  associated 
with  diseases  and  conditions  due  to  (1)  infec- 
tion, (2)  intoxication  such  as  toxemia  of  preg- 
nancy and  bilirubin  encephalopathy,  (3)  trauma 
or  physical  agent,  such  as  mechanical  injury  or 
asphyxia  at  birth,  (4)  disorders  of  metabolism, 
growth  or  nutrition,  such  as  phenylketonuria  or 
Tay-Sach’s,  (5)  growths,  such  as  tuberous  scle- 
rosis, (6)  prenatal  influences,  such  as  congeni- 
tal cerebral  defect,  (7)  unknown  or  uncertain 
cause  with  the  structural  reactions  manifest, 
such  as  cerebral  degenration,  (8)  uncertain  or 
presumed  psychologic  cause  with  the  functional 
reaction  alone  manifest,  such  as  psychogenic 
mental  retardation  associated  with  environ- 
mental deprivation. 

In  many  instances  the  diagnosis  is  still  ob- 
scure after  the  history  and  examination  and 
there  may  be  need  for  further  evaluation  in  a 
specialized  field.  Consultations  are  then  re- 
quested, most  of  which  are  in  the  field  of  neurol- 
ogy. Consultations  in  ophthalmology,  speech 


and  hearing,  orthopedics,  radiology  and  other 
specialized  fields  are  sometimes  sought.  Several 
laboratory  tests  are  used  including  a routine  uri- 
nary test  for  phenylketonuria.  Chromosome  de- 
terminations and  urinary  amino  acid  fractiona- 
tion are  requested  where  indicated.  Following 
the  receipt  of  all  complementary  material  a final 
diagnostic  impression  is  made. 

THE  PSYCHIATRIST 

During  the  course  of  a child’s  evaluation  the 
psychiatrist  may  see  him  and  his  parents  as  a 
result  of  referral  by  any  member  of  the  team. 
These  are  the  children  in  whom  the  staff  feels 
that  emotional  problems  may  well  be  making  a 
good  adjustment  more  difficult.  At  the  present 
time  limited  facilities  are  available  for  the  clin- 
ical observation  of  such  children  in  terms  of 
both  space  and  play  materials. 

At  the  time  of  the  staffing  the  psychiatrist 
frequently  makes  contributions  to  those  cases 
which  he  has  not  seen  firsthand.  These  may  be 
the  children  in  which  a fuller  understanding  of 
the  child’s  or  parents’  personality  dynamics  are 
helpful  in  order  to  more  fully  understand  their 
particular  problems. 

As  the  social  workers  become  increasingly 
more  involved  with  follow-up  counseling  of  par- 
ents, the  psychiatrist  makes  himself  available 
for  consultation  in  those  cases  where  needed. 

STAFF  AND  PARENT  CONFERENCES 

After  the  child  has  been  completely  evaluated 
a staff  conference  is  held.  Along  with  the  regu- 
lar team  members,  the  consulting  psychiatrist 
and  consulting  pediatric  neurologist  participate 
in  the  staffing  of  each  child,  and  other  profes- 
sionals who  have  had  contact  with  the  child  and 
family  are  often  present.  These  include  school 
teachers,  social  workers  from  other  agencies,  dis- 
trict public  health  nurses  and  school  principals. 
The  Directors  of  the  program  for  the  Mentally 
Retarded  Educable  and  Mentally  Retarded 
Trainable  for  the  county  also  attend  the  staff 
conferences  occasionally.  The  child’s  unique 
problems  are  discussed  and  an  agreement 
reached  as  to  what  explanation  and  advice  will 
be  given  to  the  parents. 

Finally,  a parent  conference  is  held  at  which 
time  the  total  findings  and  recommendations  of 
the  staff  are  shared  with  the  parents.  Very  often 
one  session  is  not  sufficient  and  the  parents  are 
offered  additional  interviews.  Re-evaluations  are 
planned  for  those  children  about  whom  questions 
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still  remain  in  any  of  the  various  diagnostic  areas 
and  where  follow-up  seems  indicated.  Authori- 
zation is  secured  from  the  parents  so  that  the 
Child  Evaluation  Center  record  may  be  sent  to 
the  child’s  private  physician  and  to  the  special 
school  authorities  when  indicated. 

SUMMARY 

Mental  retardation  is  a multi-faceted  problem 
which  has  social,  medical,  psychological,  educa- 
tional and  psychiatric  components.  Therefore 
the  diagnosis  of  mental  retardation  often  in- 
volves the  efforts  of  a multidisciplinary  team. 
The  duties  of  the  principal  members  of  such  a 
team  have  been  described. 


SUPPORT  THE  JOURNAL 
ADVERTISERS 


PARK  CENTRAL  NORTH 
MEDICAL  BUILDING 

461  West  Catalina 
(Adjacent  to  Saint  Joseph's  Hospital) 
Phoenix,  Arizona 
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* Complete  offices,  including  built-ins,  floor- 

covering, etc. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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LOMOTIL  Pharmacologic  Activity 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  on  the  intestinal  musculature  to 
inhibit  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
least  six  hours. 

Comparative  studies  in  the  rat  show 
Lomotil  to  be  more  effective  in  inhibit- 
ing fecal  excretion  than  either  codeine 
or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets  • liquid 
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slows  propulsion 


relieves  distress 


stops  diarrhea 


4 

J 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness  and 
insomnia. 


Dosage:  For  full  therapeutic  effect— Rx 
full  therapeutic  dosage.  The  recommended 
initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months— 3 mg.  (V2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (V2  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years-8  mg.  (1  tsp.  q.i.d.) 

8 to  12  years-10  mg.  (1  tsp.  5 times  daily) 

Adults: 

20  mg.  (2  tsp.  5 times  daily  or 
2 tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 
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iatry  and  neuro/g 


clinical  psychology 
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and  family  counselling 


Utedicat  Center  K-f^ay  and  Clinical  laboratory 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
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IF  YOU  COULD  BUT  SEE  RAIN 


If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you 
could  appraise  it!  How  much  better  you  could 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene- 
fits, when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 
This  is  what  Phenaphen  with  Codeine  provides, 
to  enable  you  to  “get  the  best  out  of  codeine” 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects. • •••••••••••• 

Contraindications:  Hypersensitivity  to  any  in- 
gredient. Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


PHENAPHEN  WITH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths.  A gr.  (Phenaphen 
No.  2);  y2  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
(2%  gr.)  162.0  mg.;  Phenobarbital  (y4  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 
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There’s  nothing  like  a vacation* 

for  relaxing  stress-induced  smooth  muscle  spasm 


.nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL® 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3-6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

*This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5  — selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  preciselyand  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders ...  in  peptic 
ulcer,1-6  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort,2  and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K„  Balfour,  D.  C.,  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


In  each  Tablet,  Capsule 
or  5 cc.  Elixir 

0.1037  mg hyoscyamine  sulfate 

0.0194  mg atropine  sulfate 


In  each 
Extentab® 


0.3111  mg. 
0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  (lA  gr.)  phenobarbital  ( 3A  gr.)  48.6  mg. 

(Warning  : May  be  habit  forming.) 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 


Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 


Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  fhe  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  centra! 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitableand  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint— convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  nur| 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  i 
mind  for  oil  your  emotionally  distressed  patients— fro 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxie 


(hydroxyzine  HCI) Hi, 


. . . In  any  condition  where  tissue  depletion  of  the  wate 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


effects  and  precautions:  The  transitory 
siness  which  may  occur  with  hydroxyzine 
sually  disappears  spontaneously  in  a few 
with  continued  therapy,  or  is  correctable 
sage  reduction.  Dryness  of  the  mouth  may 
en  with  higher  doses.  Involuntary  motor 
ty  has  been  reported  in  hospitalized 
its  on  higher  than  recommended  doses, 
ixyzine  HCI  may  potentiate  CNS  depres- 
, narcotics  such  as  meperidine,  barbitu- 
and  anticoagulants.  In  conjunctive  use, 
je  for  these  drugs  should  be  decreased, 
jse  drowsiness  may  occur,  patients  should 
lutioned  against  driving  a car  or  operat- 
angerous  machinery.  Parenteral  Solution 
utions  and  contraindications:  This  dosage 
is  intended  only  for  I.M.  or  I.V.  adminis- 
n and  should  not,  under  any  circum- 
es,  be  injected  subcutaneously  or  intra- 
ally.  When  the  usual  precautions  for  I.M. 
ion  have  been  followed,  reports  of  soft 
reactions  have  been  rare.  I.V.  adminis- 
n should  be  slow,  no  faster  than  25  mg. 
linute,  and  should  not  exceed  100  mg.  in 
ingle  dose.  Particular  care  should  be  used 
;ure  injection  only  into  intact  veins;  a few 
ices  of  digital  gangrene  occurring  distal 
e injection  site  have  been  attributed  to 
'ertent  intraarterial  injection  or  periarte- 
ixtravasation,  both  of  which  should  be 
led.  More  detailed  professional  informa* 
available  on  request. 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 


Arizona )J<(/icinc 

p.o.  box  128  scottsdale,  arizona  85252 

Name 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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Striking  the  right 


‘Actidil’,  one  of  the  most 
potent  of  antihistamines, 
strikes  the  right  note  in 
the  treatment  of  allergies. 


As  in  the  case  of  other  anti- 
histaminic  agents,  excessive 
dosage  may  produce  drowsi- 
ness. Patients  should  be 
advised  to  postpone  poten- 
tially hazardous  activities 
requiring  mental  alertness 
until  the  optimum  dosage 
level  has  been  determined. 


ACTIDIL 

TRIPROLIDINE 

HYDROCHLORIDE 


7®  A 


brand 


TABLETS  & SYRUP  J 


>in  allergies 


Complete  information  available  from  your  local  ‘B.W.&Co.’ 
Representative  or  from  Professional  Service  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264*2101 


RIVER  LAND  FOR  SALE 


RIVER  LAND  FOR  SALE 


COLORADO  RIVER  FRONTAGE 


SELLING  AT  WHOLESALE  BY  OWNER 

39,600  Square  Feet  for  $13,500  (34c  a square  foot) 


• Boat,  Fish  and  Water-ski  12  months  a year  in  the  Healthy 
California-Arizona  Sun.  (Just  what  the  Doctor  Ordered 
Live  longer  or  Retire  here). 


• Palm  Springs  weather  plus  So.  Calif's  only  Great  River 
for  all  types  water  sports— (Same  Resort  weather  as 
Phoenix,  Las  Vegas  and  Palm  Springs). 

• 98  miles  of  boating  and  water  skiing  from  Davis  to 
Parker  Dams  (Lake  Mohave  to  Lake  Havasu). 

• New  Needles  Golf  Course  and  200-Boat  Marina.  *40 
Marinas  accessible  by  boat  from  property. 


• Rock  Hounds  Delight  — Hunt  fowl  or  wild  boar  — Best 
Fishing  in  the  West. 

• INDUSTRY  — McCulloch  Motors  building  city  at  Lake 
Havasu.  Needles,  Calif,  area  booming  in  Recreation  De- 
velopments, 

• Our  Parcel  is  cheapest  and  best  located  on  Calif,  side 
of  Needles  near  U.  S.  Hwy.  66  (Interstate  40). 

• Roads,  electricity  and  phone.  Can  build  private  ramp 
and  boat  dock. 

• Build  Trailer  Park,  Boat  repair  service  or  just  a won- 
derful River  home  site. 


WE  HAVE  25  ACRES  WITH  990  FEET  OF  GUARANTEED  TITLE  RIVER  FRONTAGE 


Buy  a 60'  River  Frontage  parcel  660'  deep  (39,600  square  feet)  and  sell  off  three  10,000  square  foot  lots  at  $5,000  each 
($15,000).  You  keep  the  choice  River  parcel  and  your  price  for  entire  4-lot  parcel  is  $13,5 00  (25%  down,  10  years  on 
balance).  You  would  make  $1500  profit  and  have  your  River  parcel  free.  Buy  more  if  you  wish  to  develop  a trailer 
park  or  make  a fine  investment.  This  Colorado  River  Frontage  will  skyrocket  in  the  next  5 years. 

OR  PURCHASE  ENTIRE  25  ACRES  FOR  $173,250  - 25%  DOWN,  10  YEARS. 

WRITE:  Robert  A.  Johnson,  Apt.  15036,  1364  Angelo  Dr.,  Beverly  Hills,  Calif. 
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Donnagel@controIs  both  diarrhea  and  cramping  in  children 


Where  there's  diarrhea  you  often  find  painful  G-l  spasm.  But  a preparation 
containing  only  kaolin  and  pectin  has  "little  or  no  effect  on  cramps  simply 
because  it  does  not  include  an  agent  with  antispasmodic  action."1  Donnagel 
relieves  both  diarrhea  and  cramping  because  it  contains  the  classic  proportion 
of  the  belladonna  alkaloids  (as  in  Donnatal®)  plus  kaolin  and  pectin.  In 
Blanchard's  successful  pediatric  study,2  he  attributes  the  outstanding  results 
largely  to  Donnagel's  antispasmodic  properties.  Available  on  your  recom- 
mendation or  Rx.  Also  available:  Donnagel-PG  (with  paregoric  equivalent) 
and  Donnagel  with  Neomycin  in  6-oz.  bottles.  See  product  literature  before 
prescribing. 

Each  30  cc.  contains:  Kaolin,  6.0  Hyoscine  hydrobromide,  0.0065  references:  1.  Winfield,  I.  W.: 

Cm.;  Pectin,  142.8  mg.;  Hyos-  mg.;  Sodium  benzoate  (preserv-  Am.  J.  Gastroenl.,  31:438,  1959. 

cyamine  sulfate,  0.1037  mg.;  ative),  60  mg.;  Alcohol,  3.8  per  2.  Blanchard,  K.:  Rocky  Mt. 

Atropine  sulfate,  0.0194  mg.;  cent.  Med.  ).,  54:527,  1957. 


new  4-ounce  plastic  bottle 


A.  H.  Robins  Company,  Inc.  Richmond,  Virginia  23220 


Bettmann  Archive 


Robitussin  is  glyceryl  guaiacolate— 

long  recognized  as  a superior  expectorant  agent. 

It  produces  an  intense,  prolonged  increase  in 
Respiratory  Tract  Fluid  volume.*  Increased  R.T.F. 
improves  the  action  of  broncFiial  and  tracheal  cilia, 
thins  mucus,  and  lubricates  the  bronchial  lumen 
to  help  the  cough  remove  its  cause. 

Acceptance  of  Robitussin  by  infants  and 
older  children  has  been  outstanding. 

for  your  recommendation  or  prescription 

Robitussin  is  available  in  the  4-ounce  bottle  at 
pharmacies  only,  on  your  prescription 
and  / or  recommendation. 


ROBITUSSIN® 

Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 

ROBITUSSIN®  A-C 
Robitussin  with 
antihistamine  and  codeine 

Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 
Pheniramine  maleate  7.5  mg. 
Codeine  phosphate  10.0  mg. 
(warning:  may  be  habit  forming) 
(exempt  narcotic) 

See  product  literature  for 
prescribing  information. 


*Boyd,  E.M.,  and  Ronan,  A.K.:  Am.  J.  Physiol.,  135:383,  1942. 


A.  H.  ROBINS  COMPANY,  INCORPORATED  RICHMOND,  VIRGINIA 


HEALTH  MOBILIZATION  AND  THE 
COUNTY  MEDICAL  SOCIETY 


Carl  W.  Waldron,  M.D.,  D.D.S..  F.A.C.S. 


The  United  States  Public  Health  Service  of 
the  Department  of  Health,  Education  and  Wel- 
fare has  been  given  the  responsibility  of  direct- 
ing and  assisting  in  health  manpower  planning 
and  organization.  It  also  has  the  control  of  such 
health  resources  as  medical  equipment  and  sup- 
plies, warehouses,  etc.,  and  the  packaged  disaster 
hospitals  (PDH).  It  also  provides  the  necessary 
equipment  and  supplies  for,  and  assists  in,  fur- 
thering training  courses  such  as  Medical  Self- 
Help. 

A series  of  Health  Mobilization  Brochures 
1964  are  most  informative  and  cover  most  every 
detail  of  Public  Health  and  Disaster  Medical 
Care  responsibilities  of  communities  and  coun- 
ties. The  National  plan  is  implemented  by  the 
Regional  offices  of  the  U.  S.  P.  H.  S.  and,  in 
some  states,  by  staff  members  assigned  for  duty 
with  State  Departments  of  Health  to  which  are 
provided  the  series  of  Health  Mobilization  Bro- 
chures. 

The  most  important  of  these  brochures  is  Com- 
munity Emergency  Health  Manpower  Planning 
1-1,  1964,  which  is  applicable  to  any  community 
with  two  or  more  physicians.  If  the  community 
or  county  has  a Public  Health  Department  or 
Agency  with  a physician  in  charge  or  one  of  the 
Physicians  has  been  designated  the  health  offi- 
cer, he  shoidd  be  appointed  the  EMERGENCY 
HEALTH  SERVICE  CHIEF  (E.TI.S.)  HIS  AC- 
TIVITIES SHOULD  BE  OFFICIALLY  MADE 
A NEW  DEPARTMENT  OF  LOCAL  GOV- 
ERNMENT - COMMUNITY  OR  COUNTY  - 
STAFFED  LARGELY  WITH  NON-GOVERN- 
MENTAL PERSONNEL.  His  responsibilities 
are  those  of  planning  and  providing  all  emer- 
gency health  services  including  public  health. 
He  should  have  the  assistance  of  an  Advisory 
Committee  representing  all  the  major  health  dis- 
ciplines, hospitals  and  all  voluntary  health  asso- 
ciations or  groups  including  the  Red  Cross  and 
service  clubs.  Chamber  of  Commerce,  etc.  This 
committee  becomes  the  Health  Resources  Task 


Group.  Other  available  physicians  may  be  ap- 
pointed as  deputies. 

The  EHS  Chief  has  broad  responsibilities  par- 
ticularly in  the  public  health  field  such  as  ( 1 ) 
planning  a program  to  provide  post  attack  health 
needs;  (2)  the  estimation  of  the  maximum  de- 
mand upon  the  community’s  health  resources; 

(3)  determining  all  such  health  resources,  by 
means  of  surveys  — manpower,  facilities  and  ma- 
terials available  and  likely  to  remain  available; 

(4)  he  shoidd  assign  emergency  missions  to  all 
operating  health  organizations  and  groups,  in- 
cluding individual  hospitals,  laboratories,  pub- 
lic health  agencies;  (5)  he  should  set  up  the 
EHS  organization  through  which  he  can  best 
direct,  coordinate  and  control  emergency  health 
activities  and  designate  the  key  individuals  who 
will  activate  and  implement  the  program. 

The  EHS  Chief  should  be  fully  oriented  in  the 
Civil  Defense  program  of  the  community  and 
county,  particularly  regarding  communications 
and  transportation. 

He  should  provide  the  physician  designated 
as  Chief  of  Disaster  Medical  Care,  who  should 
also  have  physician  dupties,  if  available,  with 
full  information  regarding  the  current  status  of 
surveys  of  health  manpower,  facilities,  equip- 
ment and  supplies  and  a list  of  the  groups,  faci- 
lities, hospitals,  etc.  to  which  emergency  mis- 
sions have  been  assigned. 

The  Chief  of  Disaster  Medical  Care  should 
also  be  well  oriented  in  the  community  and/or 
County  Civil  Defense  program  and  receive  from 
the  Chief  of  EHS  all  information  regarding  sur- 
veys of  health  manpower,  etc.  He  is  responsible 
for  the  assignments  of  all  health  personnel  to 
hospitals  and  other  facilities  including  the  staff- 
ing of  packaged  disaster  hospitals  if  one  is  lo- 
cated in  the  community  or  county,  as  well  as 
the  staffing,  equipment  and  supplies  for  First 
Aid  Stations,  Emergency  Treatment  Stations,  lit- 
ter bearers,  ambulance  groups  and  other  details 
incident  to  disaster  medical  care. 
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Butazolidin® 

brand  of 
phenylbutazone 

in 

osteoarthritis 


Geigy 


Therapeutic  effects 

A number  of  investigators  report  improve- 
ment in  about  75%  of  cases.  Relief  of  pain 
and  stiffness  is  the  predominant  response. 
Frequently,  there  is  also  a significant 
improvement  in  function.  The  beneficial 
effects  of  the  drug  are  usually  seen  by  the 
third  or  fourth  day  of  treatment. 

There  is  general  agreement  that  milder 
cases  of  osteoarthritis  are  preferably 
treated  by  simple  analgesics.  In  many 
patients,  however,  this  mode  of  therapy 
fails  to  give  sufficient  relief.  Because  ster- 
oids are  not  very  effective  in  this  form  of 
arthritis,  phenylbutazone  affords  the  drug 
therapy  most  capable  of  relieving  the  more 
severe  cases.  For  best  results,  it  is  recom- 
mended that  treatment  with  phenylbutazone 
be  combined  with  physiotherapy  and  other 
appropriate  supportive  measures. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  in  divided  daily  doses.  In  most  instances, 
400  mg.  daily  is  sufficient  for  maximum 
therapeutic  response.  A trial  period  of  one 
week  is  adequate  to  determine  the  effects 
of  the  drug ; if  there  is  no  improvement, 
discontinue  the  drug.  When  improvement 
does  occur,  dosage  should  be  promptly 
decreased  to  the  minimum  effective  level: 
this  should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
ortarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  tf 
drug  should  not  be  given  when  thepatien 
cannof  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin?  ab 
are  contraindicated  in  patients  with 
glaucoma. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 


Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently,  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice,  and  several  cases 
of  anuria  and  hematuria.  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 


Each  capsule  contains: 


Butazolidin,  brand  of 
phenylbutazone 

100  fnt 

dried  aluminum 

hydroxide  qel 

100  m(i 

magnesium  trisilicate 

1 50  m< 

homatropine 

methylbromide 

1.25  m: 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation ; history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy; 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 


DEAN’S  PAGE 


THE  PLANNING  TEAM 


Earlier,  we  discussed  the  wisdom  of  doing  the 
planning  for  a new  medical  school  by  means  of 
a “committee”  consisting  of  all  of  the  key  de- 
partment heads.  Although  this  would  assure  a 
thorough  approach,  it  would  be  expensive  in 
time  and  would  result  in  many  compromises 
since  it  would  be  impossible  to  design  one  build- 
ing in  a manner  which  would  completely  suit 
the  chairman  of  every  department  which  the 
building  is  going  to  house.  Instead,  we  have 
elected  to  do  all  of  the  planning  by  means  of 
a small  team  of  individuals,  uniquely  balanced 
among  differing  interests,  but  collectively  dedi- 
cated to  the  same  goals. 

The  first  member  of  this  team  is  a basic  scien- 
tist whose  immediate  background  includes  ex- 
perience with  a new  basic  science  building  at 
another,  four-year  medical  school.  Equally  im- 
portant is  the  fact  that  he  served  as  an  adminis- 
trative spokesman  for,  and  representative  of,  the 
basic  science  faculty  at  that  school.  This  has 
given  him  an  awareness  of  the  requirements  and 
problems  of  the  basic  scientist  which  enhances 
his  value  to  us.  As  his  planning  period  termin- 
ates, he  will  develop  our  Department  of  Ana- 
tomy. 

The  second  member  of  our  planning  team  is  a 
medical  librarian  who  received  his  master’s  de- 
gree in  library  science  from  one  of  our  coun- 
try’s strongest  library  schools.  He  subsequently 
served  as  reference  librarian  for  a county  medi- 
cal library  in  one  of  the  most  populous  counties 
in  the  United  States,  after  which  he  accepted 
the  challenge  of  developing  the  library  for  a new 
dental  school.  His  latest  responsibility  has  been 
to  convert  the  serials  records  at  the  library  of  a 
medical  school  in  an  adjacent  state  to  computer- 
ized records  in  preparation  for  that  library’s 
becoming  one  of  the  first  outlets  for  the  National 
Library  of  Medicine’s  MEDLARS  tape  system. 

The  third,  and  last,  member  has  not  been 
selected  at  this  time.  However,  candidates  for 
this  position  are  currently  being  screened.  We 
are  seeking  a clinician  who  will  be  broadly 
oriented  in  medicine,  interested  in  the  current 
problems  of  medical  education  and  capable  of 


developing  and  maintaining  firm  working  rela- 
tionships with  the  members  of  our  profession 
who  are  in  practice.  We  will  lean  heavily  on 
this  member  for  advice  and  counsel  relative  to 
curriculum  philosophy  and  innovations,  decisions 
involving  the  clinical  years  of  medical  school 
and  both  post-graduate  and  continuing  educa- 
tion. 

We  believe  that  the  balance  which  this  team 
reflects  will  express  itself  in  the  design  of  our 
medical  school.  Our  basic  scientist  is,  in  fact, 
a zoologist  who  teaches  human  anatomy.  This 
immediately  offers  us  the  advantage  of  repre- 
sentation of  university-type  interests,  rather  than 
exclusively  medical  interests.  This  will  be  of 
particular  value  in  preparing  for  the  develop- 
ment of  graduate  training  programs  in  the  basic 
sciences.  Our  librarian  has  already  served  the 
practicing  members  of  our  profession  as  well  as 
the  faculty  of  a medical  school.  This  combina- 
tion prepares  him  well  for  the  role  which  we 
envision  for  him.  He  will  start,  of  course,  by 
developing  a library  for  the  College  of  Medicine. 
Centrally  housed,  the  library  is  very  much  the 
cornerstone  of  our  design  philosophy.  More  im- 
portantly, our  librarian  is,  in  a way,  the  real 
link  to  the  entire  medical  community.  Through 
his  efforts  the  intellectual  atmosphere  of  the 
Medical  Center  will  spread  throughout  the  state 
membership  of  our  entire  profession. 

Our  internist  will,  of  course,  take  on  the  re- 
sponsibility for  developing  the  Department  of 
Medicine  after  his  earlier  planning  duties  are 
finished.  Of  course,  as  the  spokesman  for  clinical 
medicine,  his  influence  on  the  design  of  the 
clinical  facilities,  the  structure  of  the  curriculum 
and  the  orientation  of  the  student  to  the  prac- 
tice of  medicine  will  be  very  great.  For  this  rea- 
son we  are  expending  an  enormous  amount  of 
time  and  energy  in  an  effort  to  locate  a person 
who  has  a nearly  perfect  combination  of  talents 
and  sympathies  consistent  with  our  require- 
ments of  him. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


l 

gamut  of  home  remedies  without  succe;, 
pleasant-tasting  cremomycin  can  ansvjj 
the  call  for  help.  It  can  be  counted  onfj 
consolidate  fluid  stools,  soothe  intestiil 
inflammation,  inhibit  enteric  pathogen 
and  detoxify  putrefactive  materials  — u<- 
ally  within  a few  hours. 


cremomycin  combines  the  bacteriosta: 
agents,  succiny Isu Ifath iazole  and  neon 
cin,  with  the  adsorbent  and  protective  d- 
mulcents,  kaolin  and  pectin,  for  compi- 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolij 
Withhold  if  diverticulosis  is  present  or  suspectj- 
Precautions:  Sulfonamide:  Continued  use  requii 
supplementary  administration  of  thiamine  and  vL 


j 


your  for 
Cremomycin 
can  provide  relief 


ere  today’s  theory  is  tomorrow’s  therapy 


omptly  relieves  diarrheal  distress 

Cremomycin 

NfTIDIARRHEAL  ** 

riposition:  Each  30  cc.  contains  neomycin  sulfate 
3 mg.  (equivalent  to  210  mg.  of  neomycin  base), 
:cinylsu Ifathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
i.,  pectin  0.27  Gm. 

}MERCK  SHARP  &D0HME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


i K.  Neomycin:  Patient  should  be  observed  for 
/ infections  due  to  bacteria  or  fungi.  Side  Effects: 
fonamide:  Sensitivity  reactions  may  occur  (e.g., 
l rashes,  anemia,  polyneuritis,  fever;  agranulo- 
osis  with  a fatal  outcome  has  been  reported). 
Auction  of  thiamine  output  in  the  feces  and  of 
imin  K synthesis  has  been  observed.  Neomycin: 
jsea,  loose  stools  possible. 
ore  prescribing  or  administering,  read  product 
:ular  with  package  or  available  on  request. 


TUBERCUUNJINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical  can  be  administered  by  nurses  under  physician  supervision 

convenient— no  refrigeration  or  other  storage  precautions 

economical — stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


642 


Arizona  Medicine 


Occupational  therapist  guides  patient  in  newly  acquired 

hobby  ol  making  artificial  flowers.  All  patients  at  Camelback  Hospital 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integral 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 

or  in  the  special  hobby  workshop  in  the  hospital. 


5055  North  34th  Street 


cated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
teturesque  Camelback  Mountain,  the  hospital  is  dedicated 
cclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
borders,  including  alcoholism. 


AMherst  4-4111 


IOVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


PHOENIX.  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATrV 

A Non-Profit  Corporation 


TRADING  CARS  IN  1966? 

LEASE  IT  FOR  LESS! 


Do  You  Drive  Less  Than  20,000  Miles  Per  Year?  Then  Lease 


One  Of  The  Following  Cars.  Payments  Are  Far  Less  Than  On 


A Financed  Purchase,  And  You  Have  Other  Money  Saving 
Advantages  Too. 


1966  PLYMOUTH  4 DOOR  HARDTOP 

V-8,  Automatic  Transmission,  Power  Steering,  Power  Brakes,  Fac- 
tory Air  Conditioning,  Tinted  Glass,  Radio,  Heater,  White  Side  Wall 
Tires,  Wheel  Covers,  Remote  Left  Mirror. 

1966  CHRYSLER  4 DOOR  HARDTOP 

Newport,  V-8,  Automatic  Transmission,  Power  Steering,  Power 
Brakes,  Factory  Air  Conditioning,  Tinted  Glass,  Radio,  Heater, 
White  Side  Wall  Tires,  Wheel  Covers,  Remote  Left  Mirror. 

1966  CHRYSLER  4 DOOR  HARDTOP 

"300".  V-8,  Automatic  Transmission,  Power  Steering,  Power  Brakes, 
Factory  Air  Conditioning,  Tinted  Glass,  Radio,  Heater,  White  Side 
Wall  Tires,  Wheel  Covers,  Remote  Left  Mirror. 

1966  CHRYSLER  4 DOOR  HARDTOP 

New  Yorker.  V-8,  Automatic  Transmission,  Power  Steering,  Power 
Brakes,  Factory  Air  Conditioning,  Tinted  Glass,  Radio,  Heater, 
White  Side  Wall  Tires,  Wheel  Covers,  Remote  Left  Mirror. 

1966  IMPERIAL  4 DOOR  HARDTOP 

Crown.  Automatic  Transmission,  Power  Windows,  Power  Vent  Win- 
dows, Power  Steering,  Power  Brakes,  Power  Antenna,  Radio,  Heater, 
Factory  Air  Conditioning,  Tinted  Glass,  White  Side  Wall  Tires, 
Wheel  Covers,  Power  Seat,  Remote  Left  Mirror. 


$87.93 

$89.88 

$95.08 

$100.94 

$105.13 


JACK  REEDS 

AUTO  AND  TRUCK  LEASING,  INC 
5384  GRAND  AVE.,  GLENDALE 
939-1455  939-1459 


& 


CHRYSLER 

LEASING  SYSTEM 
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The  Medical  Society  of  Imperial  County,  California,  pre- 
sents its  first  Annual  Seminar  on  October  16,  1965,  in  Ei 
Centro,  California.  The  one  day  course  will  be  a Seminar  on 
Emergency  room  trauma  given  by  several  members  of  the 
Detroit  Receiving  and  Wayne  State  Faculty.  A dinner  will 
follow  that  evening  which  will  be  keynoted  by  a fascinating 
talk  given  by  Dr.  Charles  Berry,  the  Chief  of  the  N.A.S.A. 
Medical  Bureau  and  the  personal  physician  to  all  the  astro- 
nauts including  McDivitt  and  White.  Please  refer  all  inquiries 
for  pamphlets  to  Mrs.  Peggy  Brock,  P.  0.  Box  518,  Imperial, 
California. 


STABILITY 
'SATISFACTION 
SERVICE 

For  Complete 
Information,  Contact: 

CHARLES  A.  DeLEEUW 
PHOENIX 
3424  N.  Central  Ave.  266-2403 

RONALD  E.  DEITRICH 

TUCSON 

5201  N.  Oracle  Rd. 
297-1158 


A STATEWIDE  PROTECTION  PROGRAM 

12  YEARS  OF  PROFESSIONAL  PREFERENCE  IN  ARIZONA 

ADMINISTRATION  ON  A PERSONALIZED.  LOCAL  BASIS 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
Injured. ..but  also  in  “peace  of  mind’’  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power’’ 


SECURITY 


Now  $1 ,000 

up  to  -$o0&  Monthly  Income  Benefit  Available 


up  to  $100,000 


Accidental  Death  & Dismemberment  Plan 
Also  available  for  members  and  wives. 


Underwritten  by 

National  Casualty  Company 

of  Detroit,  Michigan 


APPROVED  AND  RECOMMENDED  BY  THE 
MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

for  members  of 

The  Arizona  Medical  Association,  Inc. 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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CORRESPONDENCE 


SHADES  OF  THINGS  PRESENT 

TO  THE  EDITOR: 

Shades  of  things  to  come!  Come  to  think  of  it, 
shades  of  things  present! 

The  following  letter  reproduced  in  its  entirety 
except  for  names  and  dates,  was  received  re- 
cently by  a colleague. 

What’s  the  story?  A patient  of  this  colleague’s 
phoned  him  from  the  State  T.B.  Sanatorium  and 
asked  if  he  could  perform  the  lung  surgery  rec- 
ommended. The  physician  told  the  patient  that 
he  did  not  do  chest  surgery  but  that  he  was  in 
excellent  hands  and  to  follow  the  advice  of  his 
doctors  there. 

Apparently  the  patient  refused  surgery  and 
applied  for  total  disability  under  Social  Security. 

Take  a look  at  the  “official’’  letter  that  re- 
sulted. I think  you  will  agree  that  it  is  officious 
and  objectionable.  Just  what  authority  H.E.W. 
has  in  writing  such  a letter  is  unclear,  but  I won’t 
comment  further,  read  it  for  yourself! 

Yours  truly, 

Paul  B.  Jarrett,  M.D. 


The  following  is  the  letter  referred  to 
in  Dr.  Jarrett's  letter  to  the  editor. 
Names  and  dates  have  been  delected 
for  obvious  reasons. 

From  Department  of  Health,  Education 
and  Welfare 

Social  Security  Administration 

Bureau  of  Hearings  and  Appeals 
Dear  Dr : 

In  the  course  of  his  testimony  under  oath  at 

the  hearing  held  in  the  above  case  on , 

the  above-captioned  claimant,  who  has  been 
committed  by  court  order  to  the  Arizona  State 
Tuberculosis  Hospital  on be- 

cause of  far-advanced  pulmonary  tuberculosis 
involving  the  upper  lobe  of  the  right;  and  at 
the  time  of  the  hearing  was  still  confined  at  said 
hospital  testified  that,  on  being  informed  the 
pulmonary  specialist  at  the  hospital  deemed  it 
essential  that  a right  upper  lobectomy  be  per- 
formed in  order  to  obtain  a resolution  of  the 
activity  of  tuberculosis  and  to  minimize  the 
possibility  of  recurrence,  he  immediately  con- 
tacted you  by  telephone;  informed  you  that  an 
“operation”  had  been  advised  in  his  case;  and 
in  your  reply,  you  specifically  advised  him  to 
refuse  any  surgical  procedures  whatsoever. 


In  light  of  the  testimony  given  by  the  claim- 
ant at  the  hearing,  it  is  requested  that  you  an- 
swer the  following  questions: 

( 1 ) Are  you  a doctor  of  medicine  specializing 
in  the  care  and  treatment  of  patients  with  far 
advanced  active  pulmonary  tuberculosis? 

(2)  Did  the  claimant,  in  fact,  at  any  time  on 

or  after , contact  you  by  tele- 

phone and  inform  you  that  he  had  been  advised 
by  a physician  of  the  staff  of  Arizona  State  Tu- 
berculosis Sanatorium  that  an  “operation”  should 
be  performed  in  his  case? 

(3)  If  your  answer  to  question  “2”  is  “yes,” 
please  indicate  the  date  on  which  you  were 
contacted  by  the  claimant  on  the  telephone  and 
relate  the  information  he  furnished  you. 

(4)  If  your  answer  to  question  “2”  is  “ves,” 
please  answer  the  remaining  questions. 

(5)  Have  you  on  any  occasion  examined 

claimant  since  his  confinement  at  the  Arizona 
State  Tuberculosis  Sanatorium  on ? 

( 6 ) If  your  answer  to  question  “5”  above  is 
“yes,”  please  set  forth  all  of  your  objective 
medical  findings  and  results  of  such  examina- 
tion. 

(7)  If  your  answer  to  question  “5”  above  is 
“no,”  did  any  physician  of  the  staff  of  the  Ari- 
zona State  Tuberculosis  Sanatorium  contact  you 
and  discuss  the  status  of  the  claimant’s  active 
pulmonary  tuberculosis  at  any  time  before 
claimant  contacted  you  by  telephone,  as  stated 
in  his  testimony  of  record? 

(8)  If  your  answer  to  question  “7”  above  is 
“yes,”  please  set  forth  the  full  name  of  the  phy- 
sician of  the  staff  of  the  Arizona  State  Tuber- 
culosis Sanatorium  who  contacted  you  and  set 
forth  the  information  that  was  furnished  to  you. 

(9)  If  your  answer  to  question  “2”  above  is 
“yes,”  and  your  answers  to  questions  “5”  and 
“7”  are  “no,”  did  you  in  fact,  nevertheless,  un- 
equivically  advise  the  claimant  to  refuse  the 
surgical  procedure  deemed  necessary  by  the 
staff  of  physicians  at  the  Arizona  State  Tuber- 
culosis Sanatorium? 

(10)  If  your  answer  to  question  “9”  is  “yes,” 
and  questions  “5”  and  “7”  are  “no,'  without 
having  examined  the  claimant  or  discussed  the 
status  of  his  case  with  any  of  the  staff  at  the 
Arizona  State  Tuberculosis  Sanatorium,  please 
state  first  on  what  sound  and  accepted  medi- 
cal principle  you  advised  the  claimant  not  to 
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undergo  the  surgery  recommended;  and  second- 
ly, please  state  whether  it  is  the  practice  recog- 
nized and  permitted  by  the  Arizona  Medical 
Examiners  Board  for  doctors  of  medicine  to  fur- 
nish such  medical  advice  under  such  circum- 
stances. 

Please  return  this  letter  with  your  answers  in 
the  self-addressed,  franked  envelope  enclosed, 
retaining  the  copy  of  the  letter  attached  for  your 
records. 

Your  cooperation  will  be  appreciated. 

Very  truly  yours, 

signature 

title 


DIRECTORY  & CLASSIFIED 
ADVERTISING  RATES 

$3.50  FOR  THE  FIRST  FIFTY 
WORDS  OR  LESS;  5c  FOR  EACH 
ADDITIONAL  WORD  THEREAFTER 

no  extra  charge  for  box  numbers 

Directory  and  Classified  Copy  For 
Advertisements  Will  Be  Accepted 
Thru  the  Tenth  of  the  Month 
Preceding  Date  of  Issue. 


Your  Partner 


SKILLED  CARE 
NURSING  HOME 


4202  N.  20TH  AVE.  • PHOENIX,  ARIZONA 
ONE  BLOCK  NORTH  OF  INDIAN  SCHOOL  RD. 
A Park  Central  Enterprise 


If  you  hove 
money  to 
invest. . . 

investigate  the  advantages  of  an 
investment  management  account 
handled  by  First  National  Bank  in  tho 
form  of  a trust . 

Objective,  flexible  planning  by  the 
investment  management  service  of  First 
National  Bank’s  Trust  Department  can 
provide  you  with  all  these  benefits  of 
a trust: 

★ Continuous  professional  manage- 
ment. 

★ Possible  estate  tax  savings. 

★ Possible  income  tax  savings. 

★ Uninterrupted  continuation  of 
trust  in  event  of  death. 

★ Protection  of  the  estate  assets  for 
your  beneficiaries. 

Make  First  National  Bank’s  Trust 
Department  staff  of  Estate  Manage- 
ment specialists  your  “Financial 
Watchdogs.” 


NATIONAL 

BANK 

OF  ARIZONA 


Complete  Trust  Services  Statewide 

In  Tucson  call  Mr.  William  Coerver,  622*3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 

or  contact  your  nearest  First  National  Bank  office 
manager  and  arrange  for  an  appointment. 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
'Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  8r  French  Laboratories 
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Protects  longer  (and  against  a wider 
pectrum  of  harmful  rays)  than  any  other 
sun-screening  agent  under  the  sun 


new 


ULTRA-VIOLET  ABSORBING  LOTION4 


Clinical  studies  show  that  many  drug-induced  photosensitivities  are  ini- 
tiated by  solar  rays  longer  than  3200  A.  Most  commercial  lotions  absorb 
only  short,  burning  rays  up  to  about  3100  A.  New  UVAL  provides  excel- 
lent screening  of  short,  erythema-causing  waves  and  sustains  high  effec- 
tiveness throughout  the  photosensitizing  spectrum  (up  to  6500  A).  More- 
over, laboratory  studies  in  humans  demonstrate  that  UVAL  protects  hours 
longer t than  any  other  sun-screening  agent  available.  Such  protection  is 
unprecedented.  UVAL  has  no  known  contraindications  and  is  cosmetically 
acceptable.  Literature  (including  a list  of  photosensitizing  agents)  and 

Samples  available  on  request.  tAs  long  as  UVAL  remains  on  the  skin 


Distributed  by 


Stuart 


THE  STUART  COMPANY,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 

*10%  2-hydroxy-4-methoxybenzophenone-5-sulfonic  acid 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


ARIZONA  MEDICAL  ASSOCIATION  GIVES 
$10,000  TO  UA  COLLEGE  OF  MEDICINE 


The  University  of  Arizona’s  College  of  Medi- 
cine has  received  a gift  of  $10,000  from  the 
Arizona  Medical  Association. 

The  gift  was  initiated  by  the  association’s 
house  of  delegates  and  authorized  by  its  board 
of  directors  as  a donation  to  medical  education 
in  Arizona,  said  Charles  E.  Henderson,  M.D., 
association  secretary. 

In  accepting  the  gift  on  behalf  of  the  univer- 
sity, Merlin  K.  DuVal,-  M.D.,  dean  of  the  UA 
College  of  Medicine,  said  “this  is  wonderfully 
welcome  news  indeed.’’ 

He  added  that  “the  Arizona  Medical  Associa- 
tion has  distinguished  itself  by  its  active  partici- 
pation and  effort  in  favor  of  the  establishment 
of  a college  of  medicine  in  our  state.  Its  mem- 
bers deserve  much  credit  for  their  assistance  to 
educational,  state  governmental  and  private 
agencies  in  the  collective  deliberations  which 


such  a step  involved.  This  additional  evidence 
of  the  support  of  the  association  in  its  college 
of  medicine  is  a very  tangible  expression  of  sin- 
cerity and  continued  interest  which  the  asso- 
ciation has  in  our  college  of  medicine.” 

UA  President  Richard  A.  Harvill  termed  the 
gift  “another  inspiring  example  of  the  splendid 
professional  support  which,  together  with  pub- 
lic assistance,  is  making  possible  a needed  col- 
lege of  medicine  in  Arizona.” 

Henderson  said  the  terms  of  the  gift  provide 
that  it  be  deposited  in  a separate  interest-bear- 
ing trust  account  and  disbursed  by  the  associa- 
tion’s board  of  directors  for  a designated  pur- 
pose determined  by  the  board  in  conference 
with  the  UA  College  of  Medicine  dean.  He  add- 
ed that  the  subcommittee  on  medical  educa- 
tion of  the  association’s  professional  committee 
will  act  as  agent  for  the  board  in  meeting  with 
DuVal  to  determine  specific  use  of  the  fund. 


ARIZONAN  NAMED  VICE  PRESIDENT 
OF  WOMAN'S  AUXILIARY  TO  AMA 


Mrs.  Clare  W.  Johnson,  Phoenix,  Ariz.,  today 
was  elected  Western  regional  vice  president  of 
the  Womans  Auxiliary  to  the  American  Medical 
Association.  Her  election  took  place  during  the 
87,000-member  organization’s  annual  conven- 
tion, held  this  week  (June  20-24). 

A past  president  of  the  Woman’s  Auxiliary  to 
the  Arizona  Medical  Association,  Mrs.  Johnson 
has  also  served  as  co-chairman  of  the  Maricopa 
County  “Medical  Auxiliary  Meal  Service.” 

The  former  Mary  Anne  Carey,  Mrs.  Johnson 


was  graduated  from  Marquette  University  and 
received  medical  technology  training  at  the  Uni- 
versity of  Minnesota.  She  is  a founding  member 
and  past  president  of  both  Alpha  Delta  Theta, 
national  professional  medical  technology  soror- 
ity, and  of  the  Arizona  Society  of  Medical  Tech- 
nology. 

Currently,  she  is  a board  member  of  the  Madi- 
son Meadows  PTA  and  legislative  chairman  of 
the  North  Phoenix  Republican  Women’s  Club. 
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BARROW  INSTITUTE  ANNUAL  MEETING 

AWARDED  GRANT  ATTENDANCE  REPORT 


The  Barrow  Neurological  Institute  has  re- 
ceived a $64,474  grant  from  the  Department  of 
Health,  Education  and  Welfare  to  set  up  a spe- 
cial regional  center  for  epilepsy  victims.  The 
new  center  will  provide  medical  treatment,  train- 
ing, and  employment  for  persons  suffering  from 
the  disorder. 

Miss  Mary  E.  Smitzer,  Commissioner  of  Vo- 
cational Rehabilitation,  said  one  of  the  principal 
objectives  of  the  project  is  to  work  for  the  “re- 
moval of  job  restrictions”  for  epilepsy  victims  in 
business  and  industry. 

In  its  first  year  of  operation,  the  new  program 
will  be  expanded  and  branch  out  to  include  sur- 
rounding states.  The  Department  of  Health, 
Education  and  Welfare  estimate  the  future  fi- 
nancial needs  of  the  program  at  approximately 
$130,000. 


ARIZONA 

0PHTHALM0L0GICAL 
SOCIETY  MEETS 


The  annual  spring  meeting  of  the  Arizona 
Ophthalmological  Society  was  held  in  Tucson 
May  1st.  The  guest  lecturer  was  John  W.  Hen- 
derson, M.D.,  Professor  of  Ophthalmology,  the 
Mayo  Clinic,  who  spoke  on  “Proptosis  Patterns” 
and  “Complications  of  Cataract  Surgery.” 

Outgoing  President,  C.  Truman  Davis,  M.D., 
Mesa,  turned  the  gavel  over  to  Emory  Royce, 
M.D.,  Tucson.  New  officers  elected  included 
Robert  F.  Lorenzen,  M.D.,  President-elect; 
James  Calkins,  M.D.,  Tucson,  Secretary-Treas- 
urer; and  Webster  Sage,  M.D.,  Phoenix,  and 
W.  David  Rummel,  M.D.,  Prescott,  members  of 
the  Executive  Committee. 


Your  Scientific  Assembly  Committee  is  al- 
ways interested  in  specific  suggestions  on 
how  to  make  these  meetings  have  more  mean- 
ing to  the  members.  Send  us  your  comments. 
Box  128,  Scottsdale,  Arizona  85252. 


County 

Total 

No.  of 
Members 

% of 
Members 

Society 

Membership 

Registered 

Registered 

Apache 

10 

4 

40% 

Cochise 

32 

6 

19% 

Coconino 

31 

7 

23% 

Gila 

20 

3 

15% 

Graham 

8 

2 

25% 

Greenlee 

5 

0 

0% 

Maricopa 

831 

93 

11% 

Mohave 

5 

3 

60% 

Navajo 

8 

4 

50% 

Pima 

363 

123 

34% 

Pinal 

34 

8 

23% 

Santa  Cruz 

8 

5 

62% 

Yavapai 

25 

3 

12% 

Yuma 

35 

6 

17% 

Members 

Sub-Total 

1415 

267 

19% 

Non-Member  M.D. 

's** 

54 

Total  M.D.  Registration 

321 

Non-M.D.  Registration® 

Too 

Total  Registration 

481 

Breakdown  of  Non-M.D.  Registration 

Exhibitors  106 

Coaches  and  Trainers  28 

Others  16 

160 


Breakdown  of  Non-Member  M.D.’s  Registered 


Interns  and  Residents  18 

Military  or  V.A 6 

Orators  9 

Out  of  State  21 


54 

States  represented  in  “Out  of  State  Group 


Colorado  7 

Idaho  1 

Illinois  1 

Iowa  1 

Kentucky  1 

Nevada  1 

New  Jersey  1 

New  Mexico  5 

Ohio  1 

Oregon  1 

Texas  1 
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CARDIOPULMONARY  LABORATORY  RECEIVES  GRANT 


The  John  A.  Hartford  Foundation  of  New 
York  City  has  announced  a grant  of  $134,475  to 
Tucson  Medical  Center  to  strengthen  the  diag- 
nostic and  research  work  in  the  Cardiopulmon- 
ary Laboratory.  This  is  the  second  grant  from 
the  Foundation  to  Tucson  Medical  Center.  The 
first  grant  was  made  in  1962  in  the  amount  of 
$105,325  for  the  same  purpose.  The  principal 
investigator  of  the  grant  is  Thomas  P.  K.  Lim, 
M.D.,  Ph.D.,  Director  of  the  Cardiopulmonary 
Laboratory,  Tucson  Medical  Center  and  the  co- 
investigators are  William  E.  Brownlee,  M.D., 
thoracic  surgeon,  and  John  A.  Wilson,  M.D., 
radiologist  at  Tucson  Medical  Center. 

The  State  of  Arizona,  in  particular  the  Tucson 
area,  is  a health  resort  for  patients  having  chron- 
ic diseases  of  heart  and  lung.  From  all  over  the 
nation,  chronic  pulmonary  patients  migrate  to 
Tucson  mainly  for  health  reasons.  For  correct 
diagnosis  and  better  management  of  these  pa- 
tients it  is  essential  to  perform  highly  specialized 
physiological  tests.  For  this  reason  the  Cardio- 
pulmonary Laboratory  was  established  in  1961 
at  Tucson  Medical  Center. 

The  first  grant  in  1962  from  the  John  A.  Hart- 
ford Foundation  was  utilized  to  set  up  the  faci- 
lities for  cardiac  catheterization  by  which  the 
pressures  inside  the  heart  and  the  blood  flow 
through  the  lungs  can  be  accurately  measured 
along  with  other  pertinent  factors  within  the 
chest.  In  addition  to  these  facilities  the  grant 
permitted  an  intensive  research  on  the  cause  of 
heart  failure  in  chronic  lung  disease.  The  lung 
is  functionally  located  between  the  right  and 
left  heart.  Therefore  when  the  function  of  the 
lung  fails  it  affects  the  function  of  the  heart 
also.  By  measuring  the  changes  in  pressure,  flow, 
and  resistance  in  the  heart  and  the  lung  of  chron- 
ic pulmonary  patients  the  laboratory  has  demon- 
strated that  an  excessive  pressure  change  in  the 
lung  is  partially  responsible  for  the  undesirable 
pulmonary  hypertension. 

The  grant  also  provided  funds  for  research 
on  early  detection  of  pulmonary  emphysema. 


The  laboratory  has  demonstrated  that  in  the 
very  early  stage  of  emphysema,  there  is  always 
an  impairment  in  gas  diffusion  across  the  pul- 
monary membrane.  Therefore  by  measuring  the 
diffusion  capacity  of  the  lung  along  with  other 
factors  it  is  now  possible  to  determine  whether 
the  patient  really  has  pulmonary  emphysema 
or  not.  Pulmonary  emphysema  is  a serious  dis- 
ease which  has  increased  in  alarming  numbers 
during  the  last  20  years.  The  cause  of  this  dis- 
ease as  yet  is  unknown. 

During  the  last  4 years,  the  laboratory  has 
accumulated  comprehensive  scientific  data  on 
1,500  patients  with  advanced  pulmonary  dis- 
eases. A systematic  data  processing  and  retrieval 
is  under  way  utilizing  computer  technology  to 
extract  as  much  information  as  possible  on  vari- 
ous aspects  of  bronchopulmonary  diseases. 

The  second  grant  is  essentially  for  support  of 
several  projects  initiated  by  the  first  grant  and 
also  for  new  facilities.  Under  the  grant  the  lab- 
oratory will  acquire  a highly  specialized  radio- 
logical tool,  called  angiocardiographic  equip- 
ment which  enables  physicians  to  take  fast  x-ray 
pictures  at  a rate  of  six  films  per  second.  This 
is  done  routinely  during  cardiac  catheterization 
by  injecting  a radio-opaque  material  into  the 
heart.  By  taking  such  fast  films  it  is  possible  to 
visualize  anatomical  structures  of  the  heart  and 
blood  vessels  in  detail.  This  type  of  equipment 
is  costly  but  essential  in  the  various  diagnostic 
workups  of  cardiopulmonary  patients.  For  ex- 
ample, this  equipment  is  useful  in  detecting 
abnormal  shunting  of  the  blood  in  the  heart, 
unusual  narrowing  of  blood  vessels,  or  even 
clots  in  the  blood  vessels  of  the  lung. 

The  grant  also  allows  continuation  of  highly 
promising  research  projects  already  in  progress 
at  the  laboratory.  These  include  a simulation 
study  of  cardiopulmonary  function  by  analog 
computer,  analysis  of  electrolyte  disturbance  in 
cardiopulmonary  patients  and  a better  diagnos- 
tic method  for  an  early  detection  of  right  heart 
failure. 
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matters  of  editorial  interest 
to  tiie  medical  profession 


Volunteers  in  Service  to  America,  abbreviated 
as  is  the  American  custom  comes  out  as  VISTA, 
and  is  the  domestic  version  of  our  Peace  Corps 
troops  in  foreign  lands.  VISTA  Volunteers  are 
sent  into  impoverished  areas  to  set  up  job  train- 
ing projects,  extend  health  clinics,  assist  Indian 
tribal  leaders  in  organizing  community  action 
programs,  and  to  aid  adults  in  learning  to  read 
and  write. 

Volunteers  now  number  in  the  hundreds.  It  is 
expected  they  will  total  as  high  as  ten  thou- 
sand by  July  of  next  year  and  will  be  on  location 
in  every  state. 

VISTA  Volunteers  are  eligible  for  Blue  Cross/ 
Blue  Shield  protection  from  the  date  they  are 
accepted  in  the  organization  until  their  last  day 
as  a “V.V.” 

VISTA  Project  Director  at  Arizona  State  Uni- 
versity is  Mayland  Parker.  Mr.  Parker  has  pre- 
viously directed  three  Peace  Corps  projects  at 
ASU.  His  able  assistant  is  his  wife. 

There  is  a rigorous  training  program  which 
consists  of  two  weeks  on  the  ASU  campus,  and 
four  weeks  on  location  at  designated  Indian 
reservations  for  a total  of  six  weeks.  The  first 
class  completed  its  training  the  latter  part  of 
May  and  consisted  of  twenty-four  “V.V.’s”.  It 
is  anticipated  that  the  average  class  will  have 
forty  enlistees. 

Present  plans  call  for  the  program  to  run  at 
least  one  and  one-half  years.  Volunteers  serve 
for  a one  year  period.  The  average  age  is  in  the 
early  twenties,  although  the  present  group  go- 
ing through  its  training  does  have  a retired 
Navy  doctor  and  his  wife  as  trainees. 

Roland  W.  Wilpitz,  administrator  of  Marcus 
J.  Lawrence  Memorial  Hospital,  Cottonwood, 


was  re-elected  president  of  Arizona  Blue  Cross 
at  its  20th  annual  meeting. 

Wilpitz  pointed  out  that  during  the  calendar 
year  of  1964,  Blue  Cross  strengthened  its  re- 
serve position  by  $707,000.  Additionally,  $96,000 
in  deferred  hospital  payments  from  1963  were 
authorized  for  payment  by  the  board  of  directors 
in  December,  1964. 

Reports  were  given  by  Wilpitz;  Glenn  C. 
Taylor,  Phoenix,  treasurer;  and  John  C.  Foster, 
the  plan’s  executive  head. 

Re-elected  to  office  along  with  Wilpitz  were 
Frederic  S.  Marquardt,  editor  of  the  Arizona 
Republic,  Phoenix,  secretary;  and  Glenn  C.  Tay- 
lor, Phoenix,  treasurer.  Elected  vice  president 
was  Franklin  J.  Stowell,  state  banking  superin- 
tendent, Phoenix. 

New  members  elected  to  the  Blue  Cross  board 
of  directors  were  Dr.  Arnold  H.  Dysterheft,  ad- 
ministrator of  McNary  Hospital,  McNary;  and 
James  H.  Freudenthal,  Tucson. 

Members  re-elected  to  the  board  were:  Dr. 
Clyde  J.  Barker,  Jr.,  Phoenix;  Leroy  J.  Bren- 
neman,  personnel  director  of  the  City  of  Phoenix; 
Dr.  Howard  C.  Lawrence  Jr.,  Phoenix;  Joseph 
T.  Prekup,  administrator  of  St.  Luke’s  Hospital, 
Phoenix;  and  Taylor. 

MISCELLANY— 

Louise  Harris  has  joined  the  plan’s  sales  staff 
and  will  be  working  on  group  business  in  the 
Phoenix  area.  ...  If  you  are  having  a meeting 
and  need  identification  badges,  don’t  forget  we 
have  them  available  in  outline  forms  of  shields 
and  crosses.  Either,  or  both,  are  available  for 
your  groups,  whether  they  are  professional,  edu- 
cational or  social.  . . . Donald  Hinnen  is  the 
new  executive  director  of  the  Arizona  Hospital 
Association.  He  is  now  quartered  in  what  was 
the  public  relations  department  in  the  Blue 
Cross/Blue  Shield  building,  with  the  public  re- 
lations department  now  occupying  the  area 
formerly  designed  as  the  board  of  directors 
room.  . . . And  looking  a little  bit  ahead  to  Oc- 
tober 21,  Edwin  L.  Crosby,  M.D.,  will  be  a 
speaker  at  the  Arizona  Hospital  Association’s 
convention  when  he  speaks  on  “Tomorrow’s 
Challenges  Here  Today.”  Dr.  Crosby  is  the  di- 
rector, and  has  been  for  a number  of  years, 
of  the  American  Hospital  Association. 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B^  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 

minder”  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


NOW 

AVAILABLE 

HANDSOME,  DURABLE  WHITE  & GOLD  VINYL 
COVERED  BINDERS  TO  PRESERVE  PAST  ISSUES 
OF  ARIZONA  MEDICINE.  EACH  BINDER  HOLDS 
UP  TO  TWELVE  ISSUES 

_ Arizona jJJedicine 

p.o.  box  128  Scottsdale,  arizona  85252 
PLEASE  SEND BINDERS  _ 

- Name 

Address  . 

I understand  that  1 will  be  billed  for  these. 


ORDER  YOURS  TODAY 


ONLY 

$300 


EACH 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE-MARK  ® 


things  go 

better,! 

^with 

Coke 
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BULLETIN  NUMBER  TWO 


iAh%  I MEDICAL  SOCIETY  OF  THE 
\ 1 y | UNITED  STATES  & MEXICO 

BOLETIN  NO.  2 


The  Steering  Committee  in  a meeting  in 
March  of  1965,  definitely  chose  the  18-19-20th  of 
November  1965,  for  our  meeting  in  Hermosillo. 

So  let’s  make  definite  plans  to  be  there  and 
attend  a fine  meeting  as  well  as  have  a marve- 
lous vacation.  At  the  end  of  November  the  cli- 
mate in  Hermosillo  is  mild  and  winter  clothes 
are  not  necessary.  The  type  used  in  spring  in 
the  United  States,  and  perhaps  a heavier  sweat- 
er for  evening  wear,  is  recommended. 

Communications  with  the  United  States  are 
easy  by  plane  or  auto.  By  rail,  there  is  no  direct 
train,  and  those  that  come  by  train  will  have 
to  change  in  Nogales,  Sonora,  which  is  our  port 
of  entry  into  Mexico.  It  is  next  to  Nogales,  Ari- 
zona. There  is  a daily  plane  to  and  from  Her- 
mosillo to  Tucson.  It  leaves  Tucson  at  10:50 
A.M.  and  arrives  to  Hermosillo  at  12:00.  It 
leaves  Hermosillo  at  12:20  P.M.  and  arrives 
at  Tucson  at  1:20  P.M.  The  price  is  $396.54,  for 
round  trip,  equivalent  to  $29.60  U.  S.  Ccy.  To 
travel  to  Tucson  from  any  place  in  the  United 
States  is  easy.  The  roads  are  paved  all  the  way 
and  the  distance  from  Nogales,  Sonora  can  be 
covered  easily  in  three  hours  by  ear.  Any  addi- 
tional information  on  transportation  will  be  an- 
swered promptly  by  this  office. 

In  the  Bulletin  of  September  we  will  include 
an  advance  registry  card  so  that  reservations  will 
be  ready  on  arrival. 

On  the  21st  of  November  a trip  to  Guaymas  is 
scheduled.  This  will  include  a sight-seeing  tour 
around  the  city  and  the  bay,  with  lunch  at  the 
Hotel  Playa  de  Cortes,  served  at  pool  side  with 
the  magnificent  view  of  the  Bay,  and  with  the 
back  drop  of  the  patio  which  is  very  pretty.  After 
lunch  there  will  be  a visit  to  the  city  for  those 
that  wish  it,  including  the  Bay,  the  Dock  and 
the  Seaside  Highway,  with  a stop  at  the  restaur- 
ant Las  Playitas  for  refreshments.  We  will  have 
a chance  to  see  some  of  the  fine  homes  at  Mir- 
amar Beach,  and  also  Playa  del  Cochori.  also 
Project  Mercury  Tracking  Station.  We  return 
to  the  Hotel  to  pick  up  the  less  adventuresome 
spirits  that  have  stayed  under  the  trees  fortify- 
ing themselves  with  carbonated  Spirits  Frumen- 
tis,  and  return  home  at  6:30  P.M.  Those  that 
wish  to  remain  in  Guaymas  to  fish,  may  get 
their  reservations  directly  or  through  this  office. 


El  Comite  Organizador,  en  su  junta  de  Marzo 
de  1965,  fijo  definitivamente  la  fecha  18-19-20 
de  Noviembre  de  1965  para  nuestra  reunion  cor- 
respondiente  a este  ano,  por  lo  que  podemos  ya 
hacer  nuestros  planes  para  estar  en  Hermo- 
sillo en  esa  fecha. 

A fines  de  Noviembre  el  clima  de  Hermosillo 
es  primaveral,  y no  es  necesaria  la  ropa  de  in- 
vierno.  Con  trajes  livianos  como  los  que  se  usan 
en  primavera  en  Estados  Lhiidos,  y si  acaso  algun 
sweater  grueso  para  en  la  noche,  es  sufieiente. 

Las  vias  de  comunicacion  eon  los  Estados 
Unidos  son  faciles,  tanto  por  avion  como  por 
auto.  No  hay  comunicacion  directa  de  trenes 
con  los  Estados  Unidos,  los  que  deseen  viajar 
por  tren  tendran  que  abordar  un  tren  mexicano 
al  cruzar  la  fronte  ra  de  Nogales,  Sonora,  que 
es  nuestro  puerto  de  entrada  y que  colinda  con 
Nogales,  Arizona;  los  que  vengan  en  avion  pue- 
den  tomar  el  avion  que  sale  diariamente  de  Tuc- 
son a Hermosillo,  saliendo  de  aquella  ciudad  a 
las  10:50  A.M.  y llegando  a Hermosillo  a las 
12:00  horas  del  dia.  Tambien  hay  un  avion  de 
Hermosillo  a Tucson,  sale  a las  12:00  P.M.  y 
llega  a Tucson  a la  1:20  P.M.  El  precio  por  el 
viaje  redondo  es  de  $369.54  M.N.  equivalente  a 
$29.60  Dlls.  Es  facil  viapar  a Tucson  de  eual- 
quier  parte  de  los  Estados  Unidos.  Los  caminos 
estan  perfectamente  pavimenta  dos  y la  dis- 
tancia  de  Nogales,  Sonora  a Hermosillo  se  puede 
cubrir  en  tres  horas.  Para  los  medicos  nacionales, 
las  rutas  de  avion,  los  trenes  y los  caminos  pa- 
vimentados,  que  vienen  del  centro  del  pais,  todas 
pueden  usarse  para  llegar  a Hermosillo.  Cual- 
quier  informe  adicional  sobre  -transportation 
sera  atendido  con  gusto  por  nuestra  oficina. 

En  el  Boletin  que  se  expedira  en  Septiembre 
pensamos  incluir  una  hoja  especial  para  todos 
los  que  se  quieran  registrar  por  anticipado  con 
el  objeto  de  tener  todas  sus  reservaciones  cuan- 
do  lleguen. 

Tal  vez  hubo  un  error  en  nuestro  ultimo 
Boletin  acerca  del  viaje  a Guaymas.  El  viaje  a 
Guaymas  esta  programado  para  el  dia  21  de 
Noviembre.  Saldremos  en  un  autobus  especial 
a las  9:00  A.M.,  llegaremos  a Guaymas  a las 
11:00  A.M.,  seremos  recibidos  en  el  Hotel  Playas 
de  Cortes,  donde  se  nos  servira  la  comida  a 
la  Orilla  de  la  alberca  con  la  magnifica  vista 
de  la  Bahia  de  Guaymas  a nuestros  ojos  y con 
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The  price  of  the  trip  will  be  $25.00  U.  S.  Ccy. 
including  lunch  and  transportation,  all  those  in- 
terested please  register  in  advance,  sending  their 
$25.00. 


HOTELS 

Hermosillo  has  many  fine  hotels  such  as  the 
Hotel  San  Alberto,  Hotel  de  Anza,  Motel  Gan- 
clara.  We  are  now  dickering  with  the  Hotels 
trying  to  get  some  special  rates  for  our  members. 


BOWLING  TOURNAMENT 
We  are  planning  a bowling  tournament  dur- 
ing our  free  night.  Special  contests  for  the  ladies. 
So  come  ready!  There  will  be  prizes  for  the 
winners,  silver  trays  for  the  winners. 

The  group  that  is  programming  the  turkey 
shoot  is  sending  us  the  following  program  which 
I hope  will  be  attractive  to  all.  If  there  is  any 
suggestions  please  pass  them  on. 


PROGRAM 
.22  Caliber  Pistol 
10  shots  at  50  meters 
Olympic  Target 
Time  limit:  10  minutes 
10  shots  at  25  meters 
Standard  Target 
Time  limit:  10  minutes 
10  shots  at  25  meters 
Standard  Target 
Time  limit:  20  seconds 
5 shots  at  25  meters 
Standard  Target 
Time  limit:  10  seconds 

Central  Fire 
.45  or  .38  Pistol 
10  shots  at  25  meters 
Olympic  Target 
Time  limit:  10  minutes 
10  shots  at  25  meters 
Man  sized  target 
Time  limit:  10  minutes 

.22  Rifle 

10  shots  at  150  meters 

Dove  Target 

Time  limit:  10  minutes 


el  escenario  del  patio  del  Hotel  que  tambien 
es  muy  bello.  Despues  de  la  comida  el  autobus 
llebara  a los  que  deseen  a una  visita  a la  ciudad 
incluyendo  el  paseo  frente  a la  Bahia,  El  Male- 
con  y la  carretera  que  circunda  a la  Bahia 
haciendo  una  pequena  parada  en  el  Restaurant 
Las  Playitas,  para  un  refrigerio.  Tendremos 
ocasion  de  admirar  y visitar  algunas  de  las  her- 
mosas  residencias  de  las  Playas  de  Miramar  y 
si  el  tiempo  alcanza  visitaremos  tamgien  las 
Playas  del  Cochori.  Regre  saremos  al  Hotel  a 
recoger  a los  espiritus  quietos  que  desdenando 
la  aventura  han  disfrutado  del  des  canso  bajo 
los  hermosos  arboles  del  patio,  reconfortandose 
de  cuando  en  cuando  con  infusiones  carbona- 
tadas  de  Spiritus  Frumentis,  v retornaremos  a 
casita,  llegando  a Hermosillo  a las  6:30  P.M. 
Los  que  deseen  quedarse  en  Guaymas  para  pes- 
ear,  etc.,  pueden  adquirir  sus  reservaciones  a 
traves  de  esta  oficina. 

El  costo  del  paseo  sera  de  $25.00  Dlls.,  in- 
cluyendo la  comida  y el  transporte.  Todos  los 
que  deseen  tomar  parte  en  esta  excursion  deb- 
eran  registrarse  por  anticipado  y enviar  sus 
$25.00  Dlls. 

HOTELES 

La  ciudad  de  Hermosillo  tiene  magnificos 
hoteles  como  el  Hotel  San  Alberto,  de  Anza  y 
el  Motel  Gandara.  Tambien  hay  un  gran  niimero 
de  moteles  de  magnifica  calidad  a la  entrada 
de  la  poblacion  Estamos  tratando  con  los  hoteles 
con  el  objeto  de  ver  si  podemos  hacer  que  les 
den  precios  especiales,  estableciendo  nuestra 
cede  en  un  hotel  centrico. 

TORNEO  DE  BOLICHE 

Habra  tambien  un  torneo  de  boliche  la  noche 
libre.  Habra  torneo  para  las  damas  y cabelleros, 
y trofeos  para  los  ganadores. 

El  grupo  que  esta  programando  la  competen- 
cia  de  tiro  al  bianco  nos  envio  el  siguiente  pro- 
grama,  que  creo  satisfara  a todos,  y si  hay  alguna 
sugestion  les  suplico  enviarla. 

PROGRAMA 
TIRO  COMBINADO 
Pistola  .22 

10  disparos  a 50  metros 

Blanco  Olimpico 

Tiempo:  10  minutos 
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High  Power  Rifle 
10  shots  at  200  meters 
Gamecock  Target 
Time  limit:  10  minutes 
10  shots  at  385  meters 
Turkey  Target 
Time  limit:  10  minutes 
10  shots  at  500  meters 


Deer  Target 

Time  limit:  10  minutes 

The  competition  will  be  supervised  by  the 
Club  Hermosillense  de  Caza  y Tiro. 

There  will  be  prizes  for  the  winners. 

The  Mexican  Law  with  respect  to  the  intro- 
duction of  weapons  to  the  country  has  the  fol- 
lowing simple  rules. 

All  firearms  must  be  registered  at  the  time 
of  crossing  the  border.  We  will  try  and  get  fur- 
ther facilities  for  this  and  will  notify  the  mem- 
bers in  the  September  Bulletin. 

The  right  to  shoot  will  be  included  in  the 
price  of  registration. 

The  free  night,  November  19  will  be  dedi- 
cated to  private  parties,  but  some  have  sug- 
gested that  a bowling  match  would  be  nice.  If 
you  have  any  suggestions  send  them  on. 

There  was  a mistake  in  our  last  Bulletin,  in 
the  Pre-Program  of  Scientific  Activities.  It  says 
Friday  9:30  to  10:30  and  it  should  be  9:30  to 
1:30  P.M. 


10  disparos  a 25  metros 
Blanco  Standard 
Tiempo:  10  minutos 
10  disparos  a 25  metros 
Blanco  Standard 
Tiempo:  20  segundos 

FUEGO  CENTRAL 
Pistola  .38 

10  disparos  a 25  metros 
Blanco  Olimpico 
Tiempo:  10  minutos 
10  disparos  a 25  metros 
Sobre  Silueta 
Tiempo:  10  minutos 

Rifle  .22 
10  disparos  a 150  metros 
Sobre  Silueta  de  Paloma 
Tiempo:  10  minutos 

Rifle  Alto  Poder 
10  disparos  a 200  metros 
Sobre  Silueta  de  Gallo 
Tiempo:  10  minutos 
10  disparos  a 385  metros 
Sobre  Silueta  de  Guajolote 
Tiempo:  10  minutos 
10  disparos  a 500  metros 
Sobre  Silueta  de  Borrego 
Tiempo:  10  minutos 
Habra  premios  para  los  campeones. 

La  Ley  Mexicana  con  respecto  a la  introduc- 
cion  de  armas  al  pais  tiene  las  siguintc-3  reglas: 
Las  armas  de  fuego  deberan  ser  registradas 
al  cruzar  la  frontera. 

El  derecho  a tiro  esta  incluido  dentro  del 
pago  del  Congreso. 

La  noche  libre  del  dia  19  de  Noviembre  es- 
tara  dedicada  a Open  Houses. 

El  Fe  de  Erratas:  En  neustro  previo  Boletin 
donde  dice  Viernes  9:30-10:30,  en  el  Ante  Pro- 
grama,  es  de  9:30  A.M.  a 1:30  P.M. 


NEW  DRUGS  AND  THE  PRACTICING  PHYSICIAN 

The  conditions  of  practice  are  different  from  the  conditions  of  the  research 
ward,  and  the  trial  the  drug  undergoes  at  the  hands  of  the  practicing  physicians 
is  more  stringent  than  anything  that  has  gone  before.  Thus,  the  conditions  of 
practice  will  uncover  weaknesses  in  the  patients  treated  which  are  vulnerable  to 
the  effects  of  particular  drugs  and  which,  because  they  had  not  been  reported 
before,  might  be  labeled  as  “unusual  ’ reactions.  — Harry  F.  Dowling,  M.D.,  in 
Maryland  State  Medical  Journal,  13:12,  (Dec.)  1964. 
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The  big  question  has  been  answered  for  many  people.  The  report  of  the 
Surgeon-General  on  Smoking  and  Health  gave  strong  support  to  the 
overwhelming  evidence  accumulated  by  the  American  Cancer  Society 
over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational 
efforts,  with  teen-agers  the  specific  target.  Many  private  and  government 
agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon- 
General’s  report  has  been  blurred  with  the  passage  of  time.  Unless  those 
with  the  responsibility  for  protecting  health  act  vigorously,  the  public 
will  continue  to  lose  sight  of  the  risk. . .and  smoke  cigarettes.  | 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults 
to  stop  smoking  cigarettes?  How  to  influence  teen-agers  not  to  start? 
How  to  help  those  who  want  to  stop  but  can’t? 

Between  us,  doctor,  we  must  find  the  answers. 

american  cancer  society 
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FUTURE 

MEDICAL  MEETINGS 


10th  ANNUAL  MEETING 

THE  MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 

Hermosillo,  Mexico 

November  18,  19,  20,  1965 

For  information  write: 

James  Nauman,  M.D. 

1603  N.  Tucson  Blvd. 

Tucson,  Arizona 


17th  ANNUAL  WESTERN  INSTITUTE 
ON  EPILEPSY 

Kona  Kai  Club 
Shelter  Island 
San  Diego,  California 

November  11,  12,  13,  1965 

Write  for  information  to: 

Manuel  Barba,  M.D. 

San  Diego  County  Epilepsy  Society 
1612  - 30th  Street 
San  Diego,  California  92102 


EMERGENCY  TREATMENT: 

A Challenge  to  Physician  and  Citizen 

September  8,  9,  10,  11,  1965 

University  of  California  San 
Francisco  Medical  Center 
San  Francisco,  California  94122 


AMERICAN  ASSOCIATION  OF 
MENTAL  DEFICIENCY 

August  17-20,  1965 
Denver,  Colorado 

SOCIETY  FOR  APPLIED 
SPECTROSCOPY 

August  30  - September  3,  1965 
Denver,  Colorado 

JOHN  TOMLIN  MEMORIAL  CANCER 
LECTURES 

Endocrine  Tumors 

August  20,  21,  1965 
Medford,  Oregon 

NORTHWEST  PROCTOLOGICAL 
SOCIETY 

August  29  - September  2,  1965 
Yakima,  Washington 
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ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 

ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 
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Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 
622  N.  Wells  Fargo 
Scottsdale,  Arizona 
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Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 


PHYSICIANS  WANTED.  Positions  available  July 
1,  1964  for  well  qualified,  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona.  An  equal  opportunity  employer. 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  Marcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


WANTED:  Licensed  Physician  for  evening  and 
weekend  coverage  within  100  miles  of  Phoenix. 
Salary:  $75.00  per  evening.  Reply:  Box  64-9, 
P.O.  Box  128,  Scottsdale,  Arizona. 


FOR  SALE:  SEDONA-OAK  CREEK  AREA:  Unex- 
celled scenic  building  lot,  1.4  acres.  Oak  Creek 
frontage.  360-degree  view.  Corral  available  on 
development.  TERMS.  Contact:  K.  H.  Benson, 
M.D.,  Box  219,  Sedona,  Arizona.  Tel.  282-3661. 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


SITUATION  WANTED:  Board  Certified  General 
Surgeon;  age  39  years;  married  with  family; 
licensed  in  Arizona;  FACS:  desires  association 
with  group  or  individual  in  practice  of  surgery. 
No  objection  to  limited  general  practice.  Avail- 
able for  personal  interview  for  mutual  evaluation. 
Reply  Box  64-3,  P.  O.  Box  128,  Scottsdale,  Ariz. 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


TUCSON,  ARIZONA,  LARGE  THRIVING  GENERAL 
PRACTICE  FOR  SALE.  Fully  equipped  office  and 
laboratory  — no  X-ray,  7 treatment  rooms,  re- 
frigerated air  conditioning.  NO  INVESTMENT. 
Buy  practice  and  equipment  from  earnings.  Will 
introduce. 

Contact:  M.  M.  Mandel,  M.D. 

5667  E.  22nd  Street 
Tucson,  Arizona  298-3383 
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WANTED  — Staff  Physicians  (3)  General  Prac- 
titioners 45  or  under  to  assist  Attending  staff 
and  General  Practice  Residents  in  260  bed  gen- 
eral hospital.  Annual  appointment  preferred. 
$1  5,000-$l  7,000  depending  on  training  and  ex- 
perience. Contact  Medical  Director,  San  Luis 
Obispo  General  Hospital,  San  Luis  Obispo,  Cali- 
fornia PHONE:  805-543-1500. 


DOCTORS  OFFICE,  FULLY  FURNISHED  AND 
EQUIPPED,  ADJACENT  MODERN  PHARMACY, 
AMPLE  PARKING.  Please  note:  there  is  no  Ortho- 
pedic, ENT,  Dermatologist  or,  most  importantly, 
a Psychiatrist  in  Northern  Arizona.  Four  blocks 
from  Community  Hospital.  Rent  or  lease  $225.00 
per  month.  Contact  at  following  address  or  phone 
collect. 

606  North  Beaver  Street 
Flagstaff,  Arizona 
Phone:  1-602-774-7629 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


Arizona J\jedicme 

p.o.  box  128  scottsdale,  arizona  85252 

Name 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic^ 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


zentinic* 


Multifactor  Hematinic  with  Vitamins 


OORT  ©Utfil  g UVS 

iCjfcjcm  1 16 0 T T 3 .T 

J°  AvisjeAtun 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 
AND  HABITUAL  ABORTION 


utrexin 


H.  W.&D.  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity— 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

f]^>  BALTIMORE,  MARYLAND  21201 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 


ARIZONA  MEDICINE. 
EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


/Jrizona J\jedicine 

p.o.  box  128  scottsdale,  arizona  85252 

Name 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygrotorr 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 
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io  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 


NlZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 

Hay  fever. . . 
a summer  hazard 

prescribe 

© 

Nasal  Spray 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  les: 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  mi.  and  in  bottles  of  30  ml.  with  droppe 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyidiamine),  arc 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 
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at  Merck  Sharp  & Dohme... 


understanding...  precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  mightcomeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

C&MERCK  SHARP&  DOHME  Division  of  Merck  & Co  . Inc  . West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Critical  Respiratory  Management,  Venturi  Tubes  and  Tar  Gard 


What  does  the  bedside  respirator  used  in  critical 
respiratory  management  have  in  common  with  TAR 
GARD?  They  both  benefit  from  The  Venturi  Prin- 
ciple: 

“A  convergent-divergent  duct  in  which  the  pres- 
sure energy  of  an  air  stream  is  converted  into  ki- 
netic energy  by  the  acceleration  through  the  narrow 
part  of  the  wasp-waisted  passage.” 

In  TAR  GARD  the  accelerated  (approx.  200 
m.p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  tars  you  see  in  the  above 
unretouched  photograph  were  captured  from  a 
single  pack  of  filter  cigarettes  with  a TAR  GARD. 

And  if  this  picture  is  worth  a thousand  words,  a 
live  demonstration  in  your  office  may  well  be  worth 
ten  thousand  words.  That’s  why  we'd  like  to  send 
you  a complimentary  TAR  GARD  which  normally 
sells  for  $2.95. 

We’d  like  you  and  your  patients  to  see  for  your- 
selves that  TAR  GARD  is  every  bit  as  effective  as 


the  claims  made  for  it  in  our  national  advertising. 

Simply  fill  in  the  coupon  and  mail  it  to  the  TAR 
GARD  COMPANY,  2 Pine  Street,  San  Francisco. 
We’ll  be  delighted  to  send  you  a free  TAR  GARD 
with  no  obligation  whatsoever. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  TAR  GARD  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me — dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 

Address 


City State Zip 
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for  those  who  are . . . 

Bamadex' 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels* 

Sustained  Release  Capsules 

Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitableand  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  orsevere  hypertension.  Prolonged  use  may  resultin  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


Happily, 

not  all  your  patients 
are  overweight 
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in  theory, 
allergy  begins 
like  this: 

When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 
histamine-like  substance  in  inter- 

cellular spaces. 


Robins 

PHARMACEUTICALS  | RESEARCH 


in  allergy, 

Dimetane®  Extentabs* 

(brompheniramine  maleate,  8 mg.  & 12  mg.) 

work  with  no  more 
sedation  than  placebo* 


Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 
*Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 


BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity  to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available:  conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 
in  2 cc.  vials). 


A.  H.  ROBINS  CO.,  INC. 
Richmond,  Virginia  23220 
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basic  therapy  in  low-back  pain:  bed,  board,  heat 

Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial— moistheat  in  particular.1-5 


- Robaxi  ri-750 

(methocarbamol  750  mg.) 


(CAPSULE-SHAPED  TABLETS) 


It  has  been  noted  that  low-back  disorders  fre- 
quently . . are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”1  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  “. . .muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”4 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”6  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants ”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
“specificity  of  action,”7  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation7— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”8  In  this 
regard,  Robaxin  (methocarbamol)  — particularly  in 
the  750  mg.  dosage  (2  tabs,  q.i.d.)  — offers  optimal 
therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


brand 

toethocartiafflol* 

750  mg. 

in  each  tablet 


does  Robaxin  (methocarbamol)  often  provide 
muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 

BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets  : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hall,  R.:  Med.  Sci.  U: 23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185:39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26:82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  26:142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  167: 163,  1958.  7.  Weiss,  M„  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  62:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  23220 
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Doctor:  Cut  your  billing  and 
bookkeeping  costs! 


The  Valley  Bank  offers  you  “Medac”  — Arizona’s  only  com- 
plete, automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  bi-monthly  reports  of  your  balance  sheet 
and  P.&L. 

* Provides  smooth,  efficient  continuity  despite  personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we  believe  to  be  the 
best  in  the  U.S.  The  doctors  we  now  serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB  representative  show  you 
the  very  real  advantages  of  VNB-MEDAC  — at  your  convenience 
(and  without  obligation) . 


CONTACT  ANY  VALLEY  BANK  OFFICE 


or  phone: 

(Phoenix)  261-2718  • (Tucson)  624-8711,  ext.  224 


in  bookkeeping  systems 


. and  the  difference  is 
quality  performance! 


there  is  a difference 


Remember, 


il 
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Doctor  ...You  do  Know  the  Importance  of 
Guaranteed  Insurability! 

Give  the  children  a gift  that 


GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 


PLUS 

$1,000 

INSURANCE 

PROTECTION 

FOR  ONE  $50 

PAYMENT 

HBA'S  DESIGNOLIFE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  O to  15!/2  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  One  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Whether  a parent  or  grandparent— the 
children  will  thank  you  for  giving  them  this  gift! 


Send  for  / V (/  \ free  folder 

THEfHBAlLIFE 

INSURANCE  COMPANY 

Phone  258-4885 

TUCSON  MA  3-9421 


The  HBA  Life  Insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 

Please  send  folder  on  Designolife  Youth  Estate! 

Name  

Address  . 

City  


State 


MESA  WO  4-5668 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 

penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K* 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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ORIGINAL  ARTICLES 


Tumors  Of  The  Central  Nervous  System 


The  authors  present  an  analysis  of  11  years' 
experience  in  a 400-bed  general  medical  and 
surgical  hospital  with  central  nervous  system 
neoplasms.  217  primary  and  secondary  neo- 
plasms are  classified  according  to  patient  age, 
anatomic  location,  and  histologic  type. 


LTHOUGH  numerous  large  series  of  cases 
involving  neoplasms  of  the  brain  and  spinal 
cord  have  been  published  during  the  past  40 
years,1’  2 most  have  come  from  large  medical 
centers.  The  present  report  is  the  result  of  an 
11-year  experience  at  a 400-bed  general  medical 
and  surgical  hospital. 

This  work  was  supported  by  a National  Institute  of  Neurologi- 
cal Diseases  and  Blindness  Grant.  Grant  B-3678 
Barrow  Neurological  Institute  of  St.  Joseph’s  Hospital 
Phoenix,  Arizona 


Historical  Review 

When  brain  tumors  were  first  recognized,  con- 
fusion existed  as  to  the  nature  of  these  growths. 
Many  observers  contended  that  they  were  in- 
flammatory diseases  of  the  skull  rather  than 
neoplasms.  In  1856,  Cruveilhier,3  a French  sur- 
geon, showed  the  true  neoplastic  nature  of  these 
growths.  Broca,4  in  1869,  concluded  that  brain 
tumors  could  be  localized  clinically  and  removed 
surgically,  but  it  was  1888  before  this  was 
accomplished  by  Macewen,5  a Scottish  surgeon, 
following  the  antiseptic  technics  of  Lister,  How- 
ever, Horsley,6  the  famous  English  surgeon,  is 
generally  given  credit  for  the  first  successful 
removal  of  a brain  tumor  in  1887. 

The  first  systematic  classification  of  brain 
tumors  was  that  of  Virchow7  in  1863.  This  class- 
ification was  followed  in  one  form  or  another 
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until  the  classic  work  of  Bailey  and  Cushing8 
was  published.  This  1926  classification  of  gli- 
omas was  the  first  successful  attempt  at  cor- 
relating the  histologic  appearance  of  a brain 
tumor  with  its  pathogenesis  and  clinical  course. 
In  1933,  Bailey9  eliminated  several  types  of 
tumor  from  this  classification.  Penfield,10  in 
1931,  made  minor  changes  in  the  scheme, 
and  it  was  his  form  of  classification  that  was 
accepted  as  the  official  nomenclature  of  gliomas 
by  the  American  Neurological  Association.  De- 
spite these  works,  the  identification  of  many 
brain  tumors  still  remained  difficult  for  most 
general  pathologists.  In  an  attempt  to  minimize 
this  problem  and  to  simplify  the  classification 
of  gliomas  further,  Kernohan  and  associates11  in 
1949  developed  a method  of  grading  various 
tumor  types,  similar  to  the  system  developed  by 
Broders  in  general  pathology.  This  method  is 
utilized  in  this  report. 

Materials  and  Methods 

All  pathologically  verified  brain  tumors  at  St. 
Joseph’s  Hospital  that  had  been  removed  sur- 
gically between  January  1,  1953,  and  December 
31,  1963,  were  reviewed.  Each  diagnosis  was 
either  verified  or  reclassified.  The  age  of  the 
patient  and  the  location  of  the  lesion  were  ob- 
tained from  the  clinical  record. 

Of  the  217  tumors  available  for  this  study, 
12  were  of  mixed  type.  The  205  tumors  were 
found  in  a total  of  191  different  patients  (14  of 
these  specimens  representing  multiple  cranioto- 
mies on  the  same  patient). 

The  primary  purpose  of  this  study  was  to 
determine  the  relationship  between  the  various 
histologic  types  of  brain  tumors  and  the  age  of 
the  patient  or  the  location  of  the  tumor.  The 
incidence  of  the  various  types  was  calculated 
and  has  been  compared  with  larger  series.1' 2 

Results  and  Discussion 

Astrocytomas.  — Of  the  217  tumors,  85  were 
astrocytomas,  giving  an  incidence  of  39.2  per 
cent  of  tumors  of  the  central  nervous  system. 
This  incidence  is  higher  than  that  found  in  most 
series.  The  lower  grade  tumors  tended  to  occur 
in  the  younger  age  groups  with  a peak  incidence 
in  the  second  decade.  Of  the  tumors  graded 
1 or  2,  38  per  cent  occurred  in  the  cerebellum, 
and  nearly  all  of  these  were  in  patients  less  than 
20  years  old.  The  second  most  frequent  site  for 
the  lower  grade  astrocytoma  was  the  temporal 
lobe  (26  per  cent),  and  most  such  astrocytomas 


were  found  in  an  older  age  group;  15  per  cent 
were  located  in  the  parietal  region.  The  higher 
grade  astrocytomas,  the  glioblastoma  multiforme 
of  other  series,  were  all  supratentorial.  The  great- 
est number  of  these  (46  per  cent)  were  located 
in  the  temporal  lobe;  24  per  cent  were  located 
in  the  parietal  region;  11  per  cent  in  the  occipital 
lobe,  and  9 per  cent  in  the  frontal  region.  The 
peak  incidence  for  grades  3 and  4 astrocytomas 
was  the  sixth  decade.  In  this  series,  as  in  others, 
the  astrocytoma  is  the  most  frequent  tumor  of 
the  temporal  lobe.2 

Meningioma.  — Of  the  217  tumors,  33  were 
meningiomas  (15.2  per  cent),  making  them  the 
second  most  frequently  encountered  type,  a fig- 
ure comparable  to  other  series.  This  tumor  is 
predominantly  of  the  middle  age  group,  peaking 
in  the  fifth  decade.  Of  the  33  tumors,  five  were 
pleomorphic  enough  to  justify  a designation  of 
malignancy;  the  malignant  tumors  had  no  special 
age  preference  but  tended  to  occur  in  slightly 
younger  patients  than  the  more  benign  types. 
Meningiomas  were  found  over  every  area  of 
the  brain  and  spinal  cord;  one  was  intra- 
ventricular. The  meningioma  was  found  most 
frequently  in  the  thoracic  spinal  cord;  this  is  also 
true  in  other  series.  In  our  series,  as  in  most 
others,  meningiomas  occur  most  frequently  in 
the  frontal,  parietal,  and  occipital  lobes  of  the 
brain. 

Metastatic  Lesions.  — Of  the  217  tumors,  23 
were  metastatic  (10.6  per  cent).  This  type  was 
the  third  most  frequent  tumor  in  our  series. 
The  incidence  has  varied  from  one  series  to 
another,  depending  on  the  philosophy  of  the 
individual  neurosurgeon  and  the  nature  of  the 
institution  in  which  the  material  is  obtained. 
The  age  distribution  of  these  patients  is  similar 
to  that  of  cancer  in  general,  as  one  would  ex- 
pect. The  primary  was  unknown  in  eight  cases 
and  was  a melanoma  (presumably  of  the  skin, 
although  the  exact  site  was  unknown)  in  four 
cases.  There  were  six  cases  of  carcinoma  of  the 
breast,  two  cases  of  carcinoma  of  the  lung,  and 
one  each  of  carcinoma  of  the  kidney,  esophagus, 
and  vertibral  body.  The  distribution  of  the  meta- 
static lesions  was  related  to  the  amount  of  tissue 
in  the  various  lobes  of  the  brain  rather  than  to 
any  preferential  site,  the  frontal  lobe  having  the 
greatest  number  (39  per  cent).  Twenty-two  per 
cent  of  the  metastatic  lesions  occurred  in  the 
parietal  lobe,  9 per  cent  in  the  cerebellar  region. 
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and  4 par  cent  in  each  the  occipital  and  temporal 
lobes. 

Oligodendroglioma.  — In  our  series,  there  were 
13  oligodendrogliomas  (6.0  per  cent).  Eight  of 
these  were  associated  with  another  type  of 
tumor,  as  a so-called  collision  tumor.  There  were 
three  cases  of  mixed  oligodendroglioma  and 
ependymoma  and  three  oligodendrogliomas 
mixed  with  highly  malignant  astrocytomas.  Two 
oligodendrogliomas  were  found  in  combination 
with  low-grade  astrocytomas.  The  incidence  of 
the  oligodendroglioma  in  our  series  is  similar 
to  that  found  in  other  series. 

Ependymoma.  — Twelve  ependymomas  were 
encountered,  an  incidence  of  5.5  per  cent  which 
is  higher  than  in  other  series.  This  higher  inci- 
dence is  due  to  our  classification  of  some  of  the 
more  cellular  tumors,  especially  those  of  the 
posterior  fossa,  as  being  ependymal  in  orgin. 
These  tumors  showed  a marked  preference  for 
patients  in  their  first  decade  of  life;  only  one 
pure  ependymoma  occurred  in  a patient  more 
than  10  years  old. 

Sarcoma.  — Twelve  sarcomas  were  found  (5.5 
per  cent).  This  is  a substantially  higher  incidence 
than  that  reported  in  other  series12  and  is  prob- 
ably related  to  the  recent  recognition  of  these 
tumors.  Several  lesions  that  had  been  originally 
called  medulloblastomas  were  reclassified  as  sar- 
comas. Of  the  12  sarcomas,  three  were  mixed 
with  high-grade  astrocytomas.  This  sarcomatous- 
gliomatous  admixture  is  rarely  referred  to  in 
other  series.  The  age  distribution  of  the  sarcomas 
reveals  a preference  for  the  young  and  the  old; 
this  is  in  agreement  with  a large  series  from 
the  Mayo  Clinic.12  The  most  common  site  for 
these  tumors  is  usually  the  cerebellum,  but  five 
of  the  12  tumors  in  our  series  were  located  in 
the  frontal  lobe. 

Miscellaneous  Lesions.  — The  remaining  tum- 
ors were  of  various  histologic  types.  Of  these, 
eight  were  chromophobe  adenomas  of  the  pit- 
uitary gland  (3.7  per  cent).  Variations  in  the 
reported  incidence  of  this  type  occurs  since 
certain  centers  are  noted  for  surgery  of  these 
neoplasms.  This  is  evidenced  by  Cushing’s  inci- 
dence of  nearly  18  per  cent.13  No  pituitary  ad- 
enomas were  found  in  patients  less  than  30 
years  old. 

Since  the  arteriovenous  malformation  is  not 
a true  neoplasm  although  it  is  capable  of  steady 


growth,  some  series  do  not  include  this  lesion. 
The  eight  such  tumors  in  our  series  showed  no 
special  age  or  location  preference.  Seven  neuril- 
emmomas were  present,  and  six  of  these  occur- 
red in  the  spinal  canal.  No  age  preference  was 
evident.  There  was  only  one  neurilemmoma  in 
the  cerebellopontine  angle,  although  tin's  is  usual- 
ly a fairly  common  site  of  such  tumors.  The 
neurilemmoma  was  the  most  common  tumor  of 
the  cervical  and  lumbar  spinal  canal,  as  has  been 
found  by  most  observers.  One  of  the  tumors  had 
such  pleomorphism  that  it  was  considered  to  be 
malignant. 

The  neuroastrocytoma  is  a type  of  tumor  that 
includes  both  nerve  cells  and  astrocytes  in  vari- 
ous stages  of  anaplasia.  Five  such  tumors  were 
found  in  our  series  (2.3  per  cent);  this  incidence 
is  higher  than  that  given  in  most  reports. 

Although  only  two  medulloblastomas  were 
found,  nine  other  tumors  had  been  called  medul- 
loblastoma originally  but,  on  restudy,  were  con- 
sidered to  be  more  typical  of  a sarcoma,  ependy- 
moma, or  astrocytoma.  In  many  reports,  the 
medulloblastoma  is  the  most  frequently  encoun- 
tered tumor  in  the  posterior  fossa  of  children.14 
Our  studies  do  not  support  this  finding.  We 
think  that  if  the  medulloblastomas  in  most  series 
were  reviewed  with  reference  to  more  rigid  cri- 
teria, many  could  be  reclassified. 

Nine  other  miscellaneous  tumors  were  found. 
These  included  two  craniopharyngiomas,  both  of 
which  were  of  ameloblastic  type.  None  of  the 
squamous  type  were  found.  Two  epidermoid 
cysts  also  were  included,  as  were  two  heman- 
giomas. The  three  remaining  miscellaneous  tum- 
ors included  an  infundibuloma,  a hemangio- 
endothelioma, and  a malignant  teratoma. 

Comment 

Except  for  the  temporal  region,  the  major 
lobes  of  the  cerebrum  most  frequently  contain 
meningiomas  in  most  series.  In  our  study,  about 
75  per  cent  of  the  tumors  of  the  cerebrum  were 
astrocytomas;  two-thirds  of  these  were  highly 
malignant.  In  the  frontal  region  metastatic  tum- 
ors are  nearly  as  frequent  as  meningiomas. 
Nearly  all  of  the  tumors  of  the  sphenoid  wing 
are  meningiomas.  Surprisingly,  only  60  per  cent 
of  the  tumors  in  the  region  of  the  optic  chia  in 
were  pituitary  adenomas;  the  remaining  40  per 
cent  included  various  uncommon  lesions.  The 
ependymoma  is  the  most  frequent  lesion  of  the 
lateral  and  fourth  ventricles  but,  in  many  series, 
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astrocytomas  are  found  in  the  third  ventricle 
most  frequently.  The  neurilemmoma  is  the  usual 
tumor  of  the  cerebellopontine  angle,  although 
an  occasional  meningioma  may  occur  in  this 
region  and  may  be  difficult  to  identify  histolog- 
ically. A low-grade  astrocytoma  is  the  most 
frequent  tumor  of  the  cerebellum,  and,  in  our 
series,  accounted  for  65  per  cent  of  the  tumors 
in  this  region,  as  other  authors  have  pointed 
out.15  As  a general  rule,  a neurilemmoma  is  the 
most  frequently  encountered  tumor  in  the  cervi- 
cal and  lumbar  regions  and  is  found  less  often 
than  the  meningioma  in  the  thoracic  region. 
Sacral  tumors  are  infrequent,  and  some  studies16 
have  shown  a rare  tumor,  the  chordama,  to  be 
the  most  frequently  encountered  lesion  in  this 
region.  Ependymomas  usually  are  the  most  fre- 
quently found  tumors  in  the  cauda  equina.16' 17 

Summary 

Two  hundred  and  seventeen  tumors  of  the 
central  nervous  system  have  been  examined,  and 
an  analysis  of  the  histologic  types,  patient  age, 
and  tumor  location  have  been  presented. 
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Approach  To  The  Patient  "With  Acute 
Or  Unstable  Ischemic  Heart  Disease : 

Reversal  Of  Coronary  u Mechanism^  Death 


Allan  I.  Cohen,  M.D. 

Approximately  750,000  Americans  will  die 

this  year  of  conditions  which  fall  under  the 
vital  statistics  heading,  “Arteriosclerotic  Heart 
Disease.”  A very  significant  percentage  of  these 
deaths  relate  not  to  the  extent  of  the  myocardial 
injury;  rather,  they  occur  catastrophically  due 
to  the  electrical  instability  resulting  from  acute 
ischemia.  In  a sense,  these  are  “hearts  too  good 
to  die,”  since  in  most  instances  sufficient  viable 
heart  muscle  remains  to  meet  the  circulatory 
demands  of  a productive  life. 

The  life-threatening  disturbances  in  the  nor- 
mal sequential  electrical  activation  of  the  atria 
and  ventricles  in  acute  coronary  disease  may 
be  grouped  into  two  major  categories,  i.e.,  ven- 

From  the  Department  of  Medicine, 

St.  Joseph’s  Hospital,  Phoenix,  Arizona 


Patients  with  ischemic  heart  disease,  partic- 
ularly during  the  acute  phase,  may  suffer 
from  serious  cardiac  arrhythmias.  Continu- 
ous cardiac  monitoring  has  been  especially 
helpful  in  the  early  recognition  of  arrhyth- 
mias. Closed  chest  cardiac  massage  and  elec- 
trical defibrillation  has  significantly  im- 
proved the  survival  rate  of  such  patients. 

tricular  tachyarrhythmias  and  downward  dis- 
placement of  the  pacemaker.  These  occur  with 
approximately  equal  frequency.  The  mechanism 
of  ectopic  impulse  formation  in  the  presence  of 
myocardial  ischemia  remains  a subject  of  con- 
troversy. Several  factors  alone  or  in  combination 
have  been  implicated,  including  a lowered  fibril- 
lation threshold  in  the  area  of  ischemia,  the 
existence  of  hyper-excitable  cells  in  the  narrow 
boundary  zone  between  ischemic  and  normal 
myocardium,  and  “currents  of  injury”  engendered 
by  the  oxygen  differential  between  these  zones. 
These  factors  lead  to  precise  electrophysiologic 
changes  at  the  cellular  level  mediated  through 
a variety  of  electrolytic,  neurohumeral,  and  met- 
abolic disturbances. 
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The  recent  widespread  application  of  cardiac 
resuscitation  is  based  on  many  important  devel- 
opments representing  the  conjoined  efforts  of 
several  disciplines.  A major  contribution  to  the 
therapy  of  cardiac  arrest  was  the  demonstration 
that  closed-chest  cardiac  massage  is  an  effectual 
means  of  sustaining  the  peripheral  circulation.* 1 
The  author  has  previously  reported  an  instance 
of  survival  without  sequelae  following  fifty-five 
minutes  of  ventricular  fibrillation.  Physiologic 
data  were  recorded  throughout  the  episode  dur- 
ing which  near-normal  hemodynamics  and  semi- 
consciousness were  maintained  by  external  car- 
diac massage.2  The  work  of  Lown  has  provided 
a safe  method  of  terminating  disorders  of  the 
heartbeat  through  utilization  of  a brief,  high- 
energy  direct  current  countershock  delivered 
across  the  intact  chest.3  Finally,  the  efficacy  of 
these  resuscitative  technics  has  culminated  in 
the  development  of  facilities  for  continuous  elec- 
tronic monitoring  of  patients  in  the  hyperacute 
phase  of  myocardial  infarction.  The  success  of 
a pilot  intensive-care  coronary  unit  has  been 
reported  by  Day.4  His  experience,  plus  the 
observation  that  cardiac  arrhythmias  are  very 
common  ( although  usually  clinically  unrecog- 
nized) in  the  acute  phase  of  myocardial  infarc- 
tion0 emphasizes  the  need  for  continuous  mon- 
itoring of  these  patients. 

Three  cases  of  serious  cardiac  arrhythmia  de- 
veloping on  a substrate  of  advanced  coronary 
heart  disease  are  summarized  below.  In  two, 
"mechanism  death”  was  reversed  by  the  imme- 
diate institution  of  resuscitative  technics,  and 
rational  drug  therapy  was  guided  in  the  third 
patient  by  continuous  cardiac  monitoring.  These 
experiences  demonstrate  how  the  application  of 
such  technics  to  patients  with  acute  or  unstable 
coronary  disease  can  reduce  the  mortality  of 
this  crisis. 

Report  of  Cases 

CASE  1.  A fifty-three-year-old  construction 
supervisor  was  hospitalized  with  a 12-hour  his- 
tory of  oppressive  chest  pain.  The  admission 
electrocardiogram  (Fig.  1,  A)  demonstrated  the 
early  changes  of  an  apical  myocardial  infarction. 
An  SGOT  of  170  units  portended  the  stormy 
course  which  was  to  follow.  Over  the  ensuing 
48  hours  he  developed  fever,  gallop  rhythm  and 
a loud  pericardial  friction  rub.  Oral  digitalization 
was  begun  on  the  third  hospital  day  with  the 
appearance  of  pulmonary  congestion.  The  fol- 
lowing morning  the  patient  developed  a supra- 
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Fig.  1. 

A.  Admission  EKG,  showing  changes  of  an  acute  apical 
myocardial  infarction.  B.  Nonparoxysmal  A-V  nodal 
tachycardia,  with  aberrant  ventricular  conduction  due 
to  “fatigue”  of  the  right  bundle  branch. 


ventricular  tachycardia  and  was  thereafter  mon- 
itored continuously. 

Initially,  the  arrhythmia  was  presumed  to  rep- 
resent a digitoxie  junctional  (A-V  nodal  or  His 
bundle)  tachycardia  although  only  1.5  mg.  of 
digoxin  had  been  administered  orally  over  the 
previous  24  hours.  Accordingly,  the  glycoside 
was  discontinued.  The  arrhythmia  persisted 
without  hemodynamic  deterioration.  Aberrant 
ventricular  conduction  appeared,  felt  to  repre- 
sent "fatigue”  of  the  right  bundle  branch  (Fig. 

1,  B).  It  was  concluded  that  a nonparoxysmal 
nodal  tachycardia  had  supervened  unrelated  to 
pharmacologic  influences.  Digitalis  was  given  in 
full  dosage  with  reappearance  of  sinus  rhythm. 
The  remainder  of  the  hospital  course  was  un- 
complicated. 

CASE  2.  A fifty-eight-year-old  lawyer  had  the 
onset  of  precordial  chest  pain,  weakness  and 
diaphoresis  after  his  evening  meal.  An  electro- 
cardiagram  revealed  the  hyperacute  changes  of 

an  anteroseptal  myocardial  infarction  (Fig.  2, 
A).  Thirty-six  hours  after  admission  there  was 
an  abrupt  increase  in  heart  rate  with  only  tran- 
sient slowing  by  carotid  sinus  massage.  A repeat 
tracing  showed  a sinus  tachycardia  with  a rate 
of  140  and  digitalization  was  begun.  There  was 
some  slowing  of  the  pulse  over  the  next  twelve 
hours  at  which  point  the  patient  was  moved  to 
the  coronary  care  unit. 

Two  hours  after  transfer,  he  sustained  a brief 
period  of  cardiac  arrest  which  reverted  spon- 
taneously. Over  the  next  three  hours,  the  patient 
had  ten  distinct  episodes  of  ventricular  fibrilla- 
tion each  of  which  was  promptly  terminated  by 
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Fig.  2. 

A.  Hyperacute  changes  of  extensive  anterior  wall  myo- 
cardial infarction.  B.  One  of  ten  episodes  of  ventricular 
fibrillation  terminated  by  transthoracic  DC  countershock. 
Note  slow  return  of  sinus  rhythm  presaged  by  two  nodal 
“escape”  beats  (arrow). 

a low-energy  DC  countershock  applied  across 
the  intact  chest  (Fig.  2,  B).  Procaine  amide  in 
large  parenteral  dosage  did  not  prevent  these 
repeated  episodes  of  arrhythmia  and  resulted 
in  systemic  hypotension.  At  this  juncture,  a levar- 
terenol  infusion  was  begun  with  prompt  aboli- 
tion of  the  ectopic  tachycardia,  probably  through 
the  mechanism  of  augmented  coronary  perfu- 
sion. No  ill  effects  were  documented  from  the 
resuscitative  procedure  or  as  a result  of  the 
multiple  episodes  of  cardiac  arrest. 

CASE  3.  A seventy-three-year-old  surgeon  was 
hospitalized  because  of  high  fever  and  toxicity 
associated  with  recurrent  urinary  tract  infection. 
One  year  previously  he  had  undergone  trans- 
urethral prostatectomy.  He  was  an  insulin- 
dependent  diabetic  of  twenty  years'  duration  and 
had  had  a myocardial  infarction  eight  years  prior 
to  admission.  There  was  a history  of  “multiple 
premature  beats.” 

Physical  examination  disclosed  a temperature 
of  104  degrees,  cardiac  irregularity,  left  ventric- 
ular hypertrophy,  and  basilar  rales.  A chest  x-ray 
showed  cardiomegaly  and  pulmonary  congestion 
and  the  admission  electrocardiogram  (Fig.  3,  A) 
revealed  multiple  premature  atrial  contractions 
with  inter-atrial  block  (P  wave  of  0.12  seconds), 
short  runs  of  paroxysmal  nodal  tachycardia,  and 
evidence  of  concealed  A-V  nodal  conduction. 

Antibiotic  therapy  was  begun  and  quinidine 
gluconate  was  ordered  because  of  the  extreme 
irritability.  However,  three  hours  after  admission 
the  patient  had  an  episode  of  cardiac  arrest  while 
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Fig.  3. 

A.  Admission  EKG,  showing  inter-atrial  block  with 
multiple  premature  auricular  contractions,  runs  of  par- 
oxysmal nodal  tachycardia,  and  concealed  A-V  nodal 
conduction.  The  right  atrium  is  activated  in  the  normal 
manner  by  the  S-A  node,  whereas  the  left  atrium  is 
activated  in  a retrograde  fashion  (abnormal  P wave  of 
0.12  seconds  duration).  B.  Continuously  monitored 
tracing  following  defibrillation  demonstrates  appearance 
of  ventricular  tachycardia.  Intravenous  procaine  amide 
terminated  this  arrhythmia. 


being  turned  in  bed.  Closed-chest  cardiac  mas- 
sage and  artificial  ventilation  were  begun  imme- 
diately by  the  attending  nursing  personnel.  Mem- 
bers of  the  resident  house  staff  responded  to  the 
“code  arrest,”  the  diagnosis  of  ventricular  fibril- 
lation was  made,  and  the  arrhythmia  terminated 
by  a single  DC  countershock.  However,  there 
was  failure  of  a higher  center  to  “take  over”  as 
pacemaker  which  necessitated  the  use  of  intra- 
venous epinephrine.  A sinus  mechanism  returned 
but  gave  way  to  ventricular  tachycardia  (Fig.  3, 
B).  The  latter  was  abolished  by  100  mg.  of 
procaine  amide  given  intravenously. 

The  patient  was  transferred  to  the  coronary 
care  unit  where  continuous  electrocardiographic 
monitoring  was  employed  for  72  hours.  He  was 
maintained  on  500  mg.  of  Pronestyl  orally  every 
six  hours.  Ten  days  after  the  episode  of  cardiac 
arrest  the  patient  was  discharged.  He  was  in 
sinus  rhythm  with  an  occasional  premature  atrial 
contraction  and  there  were  no  obvious  cardio- 
vascular or  neurologic  sequelae. 

Summary  and  Conclusions 

Disturbances  in  cardiac  rhythm  and  conduc- 
tion are  common  in  patients  with  acute  myo- 
cardial infarction.  Likewise,  serious  arrhythmias 
may,  under  stressful  circumstances,  occur  in  the 
course  of  occult  or  quiescent  coronary  sclerosis 
without  coronary  arterial  occlusion. 

Various  physiological  parameters  indicate  that 
a near-normal  peripheral  circulation  can  be  gen- 
erated by  closed-chest  cardiac  massage.  The 
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immediate  institution  of  cardiopulmonary  re- 
suscitation in  Case  3 was  undoubtedly  respon- 
sible for  the  unimpaired  neuro-intellectual  status 
following  successful  defibrillation.  In  addition, 
rhythmic  sternal  compression  sustained  coronary 
perfusion  and  enabled  prompt  termination  of 
ventricular  fibrillation  by  a single  countershock, 
despite  the  presence  of  advanced  coronary 
sclerosis. 

Continuous  cardiac  monitoring  is  now  being 
applied  widely  to  patients  undergoing  active 
drug  therapy  for  arrhythmia  and  to  those  with 
acute  myocardial  infarction.  The  cases  presented 
illustrate  the  dynamic  nature  of  ischemic  heart 
disease  and  the  vital  role  of  monitoring  technics. 
Such  systems  permit  more  effective  resuscitation 
of  patients  in  cardiac  arrest  by  prompt  recogni- 
tion and  identification  of  the  type  of  arrhythmia. 

The  widespread  application  of  these  technics 


to  patients  with  acute  or  unstable  coronary  dis- 
ease will  reduce  significantly  the  mortality  at- 
tributable to  ectopic  impulse  formation  in  the 
presence  of  myocardial  ischemia. 

The  expert  care  given  these  critically  ill  patients 
by  the  resident  house  staff  and  nursing  personnel 
is  gratefully  acknowledged. 

My  associates,  Samuel  R.  Joseph,  M.D.  and 
Meyer  Markovitz,  M.D.,  shared  in  the  care  of 
these  individuals. 
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PREVOST  and  BATTELLI 


Claude  S.  Beck,  M.D. 


The  authors  surgical  training  began  with  Halsted  and  Finney  at  Johns  Hopkins 
Hospital.  It  was  continued  at  the  New  Haven  Hospital  and  at  the  Peter  Bent 
Brigham  Hospital  where  Elliott  Cutler  was  cutting  stenosed  mitral  valves. 
Doctor  Harvey  Cushing  put  him  to  work  in  the  Research  Laboratory  under 
Cutler,  because  Cushing  considered  that  “ The  Heart  was  the  Last  Great  North- 
west of  Surgery .”  This  article  discusses  how  the  epochal  discovery  of  the 
circulation  of  blood  by  William  Harvey  was  supplemented  by  the  basic  principle 
that  electric  shock  is  an  effective  method  for  defibrillation  of  the  ventricles 
(Prevost  and  Battelli,  1899).  Physiologists  Howell,  Hooker,  and  Wiggers,  and 
surgeons  Beck  and  Mautz  applied  the  principle  to  the  laboratory  and  to  the 
cardiac  patient  35  years  later. 

Arizona  Medicine  honors  itself  by  publishing  this  interesting  work  by  a leading 
pioneer  in  the  field  of  cardiac  surgery  in  the  year  of  his  retirement  following 
over  forty  years  of  productive  work. 


Figure  1. 

Left  - Jean  Louis  Prevost  (1838-1927),  Professor  University  Geneva  1897-1913.  Right  - Frederic  Battelli  (1867- 
1941),  Professor  Physiology  ibid  1913-1941. 
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JEAN  Louis  Prevost  and  Frederic  Battelli  are 
the  subject  of  this  presentation.  Their  photo- 
graphs were  given  to  me  by  their  families  in 
Geneva  and  are  reproduced  in  fig.  1.  Their 
contribution  was  the  method  to  defibrillate  the 
heart  by  passage  of  an  electric  shock  through 
the  heart  or  through  the  intact  chest.  The  title 
of  their  paper  was  La  Mort  Par  Les  Decharges 
Electriques  published  in  Journal  de  Physiologie 
et  de  Pathologie  Generale,  Vol.  1,  p.  1114,  1899. 
The  significance  of  this  contribution  is  based 
upon  the  following  considerations. 

1.  The  electric  shock  is  an  effective 
method  to  defibrillate  the  ventricles.  It 
is  the  only  effective  method. 

2.  Ventricular  fibrillation  is  a common 
cause  of  death.  The  fatal  heart  attack 
claims  about  500,000  victims  a year  in 
this  country.  Many  of  these  victims  can 
be  made  to  live  again  if  the  right  thing 
is  done  at  the  moment  of  death. 

3.  The  fact  that  these  victims  live,  some- 
times for  years  with  the  same  heart 
without  removing  anatomical  disease 
in  arteries  and  muscle,  calls  for  discov- 
ery of  the  death-factor  that  makes  this 
possible.  The  death-factor  was  discov- 
ered and  reported  in  the  J.A.M.A.  159: 
1264,  1955.  Death  is  due  to  an  electrical 
charge  produced  by  oxygen-differen- 
tials in  heart  muscle.  These  differentials 
are  produced  by  uneven  blood  supply 
to  heart  muscle.  The  heart  electrocutes 
itself. 

4.  If  death  can  be  reversed  after  it 
occurs  something  can  be  done  to  pre- 
vent death  or  to  delay  death  before 
it  occurs.  This  something  is  to  reduce 
the  oxygen  differential  by  making 
blood  supply  more  even  by  collaterals. 
These  are  connections  between  one 
coronary  artery  and  another.  Please 
note  that  this  form  of  therapy  is  not 
based  upon  reduction  of  anatomical 
disease.  It  is  based  upon  collaterals  to 
reduce  anginal  pain  and  to  reduce  the 
incidence  of  electrical  fibrillation.  The 
vasodilator  drugs  open  collaterals  for 
short  periods  of  time.  The  author’s  op- 
eration is  five  times  as  effective  and 
it  is  permanent.  This  approach  is  away 
from  anatomical  disease.  It  is  applied 
to  hearts  that  are  Too  Good  to  Die,  to 


Hearts  that  have  Mileage  left  in  them, 
to  Hearts  that  only  need  a Second 
Chance  to  Beat.  Removal  of  anatomical 
disease  by  opening  up  the  coronary 
arteries  has  its  place  in  therapy  small  as 
it  is  especially  when  it  approaches  the 
terminal  state.  For  the  good  heart  or 
the  relatively  good  heart  the  production 
of  collaterals  by  surgical  operation 
should  be  standard  treatment  for  the 
disease. 

Discussion 

Concerning  the  Method  by  Prevost  and  Bat- 
telli. The  method  was  lost  in  the  literature  for 
35  years.  Little  importance  was  attached  to  this 
subject.  Fibrillation  was  noted  in  the  course  of 
animal  experimentation.  Fibrillation,  when  it 
occurred,  terminated  the  experiment  and  one 
learned  to  take  another  dog.  In  the  area  of 
human  medicine,  fibrillation  was  noted  by  the 
electrocardiogram.  Almost  without  exception  it 
meant  death  when  it  occurred.  In  the  thirties 
the  physiologist  Hooker  and  also  Wiggers  worked 
on  this  subject  using  potassium  salts  to  stop 
fibrillation  and  calcium  salts  to  restore  tone.  In 
the  occasional  experiment  the  heart  beat  was 
restored.  As  a method  it  was  far  from  adequate. 

In  1934  ventricular  fibrillation  occurred  in 
the  course  of  an  operation  (by  the  writer)  to 
remove  a compression  scar  from  the  heart.  In 
dissecting  the  scar  away  from  the  heart  pressure 
was  inadvertently  exerted  upon  the  descending 
coronary  artery.  The  heart  fibrillated.  It  could 
not  be  defribillated.  In  those  days  there  was 
not  much  heart  surgery  being  done  but  it  was 
obvious  that  if  heart  surgery  was  to  have  a 
future  a method  for  defibrillation  was  necessary. 
At  about  that  time  the  physiologist  William 
Howell  learned  of  the  contribution  by  Prevost 
and  Battelli.  He  suggested  to  Dr.  Hooker  and 
to  Dr.  Wiggers  that  they  each  test  the  method. 
One  study  was  supported  by  the  electric  utility 
companies  and  the  purpose  of  the  study  was  to 
apply  it  to  electrical  accidents.1  The  other  study 
was  related  to  fibrillation  by  experimental  occlu- 
sion of  a coronary  artery.  Massage  of  the  heart 
was  recommended  before  the  shock  was  applied 
for  defribillation.  The  statement  was  made  that 
“the  method  should  prove  of  value  in  revival 
of  exposed  human  hearts  that  fibrillate  during 
course  of  cardiac  operations.”2  Wiggers  also  stat- 
ed “the  normal  dog’s  heart  can  rarely  be  revived 
unless  the  oceulusion  is  removed  ( incorrect  state- 
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ment)  and  this  is  impossible  in  man.”3  These 
are  probably  the  first  references  to  human 
application.  Beck  and  Mautz  presented  the  sub- 
ject to  the  American  Surgical  Association  using 
a motion  picture.4  This  is  probably  the  first 
presentation  to  surgeons  — and  surgeons  were 
the  only  clinicians  who  could  apply  the  method 
for  it  had  to  be  done  in  the  operating  room  and 
preferably  when  the  chest  was  already  open. 

Doctor  Evarts  Graham  was  the  President  of 
the  American  Surgical  Association.  There  was 
no  discussion  of  “this  very  beautiful  work”  and 
Doctor  Graham  stated  that  the  surgeons  were 
not  familiar  with  ventricular  fibrillation.  The 
reader  will  please  note  that  fibrillation  is  one 
of  the  two  causes  of  death  — standstill  being 
the  other  cause.  How  little  recognized  are  these 
two  causes  of  death!  And  where  would  Heart 
Surgery  be  if  the  heart  could  not  be  defibrillated! 
The  writer  made  preparations  for  debifrillation 
in  the  hospital  where  he  worked.  Sterile  elec- 
trodes were  placed  in  the  operating  rooms  and 


in  the  accident  ward.  He  gave  many  laboratory 
demonstrations  and  lectures  on  the  subject.  He 
had  several  successes  in  defibrillating  the  human 
heart  but  the  brain  was  damaged  and  the  patients 
did  not  recover.  This  was  the  dawn  of  human 
application. 

Progress  was,  indeed,  slow.  In  1942  he  re- 
quested permission  to  organize  a Resuscitation 
Squad  to  function  at  the  battlefront  but  this  was 
not  granted.  He  was  politely  told  not  to  take 
the  medical  officers  time  to  listen  to  lectures  on 
the  subject.  The  first  successful  defibrillation  of 
the  human  heart  was  then  achieved,  Fig.  2. 5 This 
achievement  was  generally  considered  as  nothing 
more  than  a routine  example  of  successful  Re- 
suscitation as  from  drowning.  However,  the 
writer  knew  that  it  cut  across  the  very  funda- 
mentals of  coronary  artery  disease.  Application 
of  the  method  then  moved  to  the  medical  wards, 
to  the  doorstep  of  our  hospital  where  an  M.D. 
dressed  in  street  clothes  had  a fatal  heart  attack; 
it  was  reversed  and  the  victim  is  alive  years 


Figure  2. 

On  the  left  is  the  first  human  whose  heart  was  successfully  shocked  out  of  fibrillation.  This  was  done  in  the 
operating  room,  1947.  On  the  right  is  the  first  victim  of  fatal  heart  attack,  ambulatory,  dressed  in  street  clothes, 
whose  heart  was  successfully  defribillated,  1955.  Both  victims  are  alive,  with  the  same  heart.  Historical  accomp- 
lishments. 
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later  with  the  same  heart.6  The  writer  advocated 
that  open  chest  defibrillation  be  done  outside 
the  hospital.  This  step  encountered  hostility  by 
the  Dean  of  Western  Reserve  University  Medical 
School  who  stated  that  the  writer  was  not  a safe 
man  to  have  on  the  faculty.  Open  chest  defib- 
rillation was  then  done  successfully  on  victims 
who  died  outside  the  hospital.7  Then  came  the 
closed  chest  method.8  It  was  not  necessary  now 
to  get  your  hands  dirty  to  do  it.  The  final  step 
is  the  training  of  non-medical  personnel,  men, 
women,  high  school  students  to  be  trained  in 
the  technique  so  that  the  victim  can  be  trans- 
ported with  a viable  brain  to  a medical  center 
for  defibrillation.  This  will  require  a massive 
teaching  program  over  the  entire  country. 

Each  step  in  the  progress  so  far  carries  the 
Prevost-Battelli  image.  It  dominates  the  scene 
for  restoration  of  life  after  the  fatal  heart  attack 
occurs.  But  it  also  dominates  the  scene  before 
death  occurs.  It  creates  the  image  for  treatment 
of  coronary  artery  disease.  The  fact  that  the 
Prevost-Battelli  method  has  provided  uncounted 
numbers  of  humans  now  alive  but  who  were 
dead  places  a spot-light  of  inquiry  as  to  the 
cause  of  anginal  pain  and  the  fatal  attack.  The 
cause  is  not  “injury  and  injury  current.”  This 
explanation  is  inadequate.  The  cause  of  pain 
and  fibrillating  electricity  is  found  in  the  uneven 
blood  supply  to  heart  muscle.  Arterial  disease 
and  spasm  reduce  inflow  into  a localized  area 
of  muscle.  An  oxygen  differential  between  pink 
and  blue  muscle  is  created  and  this  is  painful 
and  often  fatal.  Also  well  oxygenated  blood  al- 
lowed to  perfuse  an  area  of  anoxic  muscle  fibril- 
lates  and  kills.  It  is  simple  fact  that  well  oxygen- 
ated blood  cannot  injure  muscle  as  this  term 
is  understood.  A form  of  treatment  for  coronary 
disease  that  is  within  our  reach  is  to  reduce  the 
differentials  in  areas  of  muscle.  This  can  be 
done  by  the  production  of  collaterals  (the  Beck 
operation).  The  vasodilating  drugs  relieve  pain 
by  opening  up  collaterals  but  these  are  temporary 


while  those  produced  by  operation  are  five 
times  as  effective  and  they  are  permanent.  The 
emphasis  here  is  not  on  reduction  of  anatomical 
disease.  It  is  based  on  a more  even  distribution 
of  blood  supply  to  heart  muscle. 

The  Prevost-Battelli  image  appears  in  the 
method  of  defibrillation.  From  there  it  appears 
in  living  people  once  dead.  From  there  it  appears 
in  the  cause  of  death.  The  cause  of  death  is 
separated  from  injury  and  injury  current.  It  is 
uneven  blood  supply.  And  finally  the  blood  sup- 
ply is  made  more  even  by  the  surgical  production 
of  collaterals.  This  is  a vast  gamut  of  successive 
steps  in  development  but  the  original  discovery 
created  empty  slots  in  the  science  and  these  are 
just  now  being  filled  by  scientific  studies  65 
years  later.  The  opinion  of  the  writer  is  that  the 
Prevost-Battelli  image  will  go  down  in  medical 
history  as  initiating  one  of  the  great  develop- 
ments in  medicine.  In  my  opinion  it  has  the 
stature  of  William  Harvey’s  contribution.  Harvey 
erected  the  sign-posts  indicating  the  route  the 
blood  takes  in  its  course  through  the  body.  Hav- 
ing done  this  his  contribution  was  finished.  The 
Prevost-Battelli  contribution  continues  to  devel- 
op. It  marks  one  portal  to  death  and  having 
entered  this  portal  it  has  the  power  to  bring 
some  of  the  victims  back  to  the  living.  It  also 
prevents  or  delays  victims  from  entering  this 
portal.  Their  contribution  has  helped  to  give 
definition  to  the  portal  called  fibrillation.  In 
doing  this  it  helped  to  designate  and  define  the 
other  portal  to  death  namely  that  of  cardiac 
standstill.  These  two  modes  of  death  are  now 
clinical  entities  that  can  be  recognized  and  de- 
fined. The  Prevost-Batteli  contribution  made  it 
possible  to  give  definitions  to  the  Two  Modes 
of  Death  — Fibrillation  and  Standstill. 
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Psychosomatic  Diseases  — Part  II 


Irene  M.  Josselyn,  M.D. 


This  is  ihe  second  pari  of  this  inieresiing 
article  on  Psychosomatic  Diseases. 


PART  II 

N OUR  limited  study  of  asthma,  rheumatoid 
arthritis,  and  ulcerative  colitis,  we  tentatively 
hypothesized  the  following  constellations  as  en- 
compassing the  major  factors  in  the  causation 
of  these  conditions: 

1)  The  constitution  of  the  individual 

2)  Stress 

3)  An  external  agent 

4)  A specific  type  of  regression 
1)  Constitutional  Factors 

It  is  becoming  increasingly  evident  that  the 
nature  of  the  neonate’s  environment  is  not  the 
sole  factor  that  determines  tolerance  for,  and 
preferred  patterns  of  discharge  of  tension.  There 
are  apparently  inherent  and/or  constitutional 
patterns  that  are  equally  significant.  The  rheu- 
matoid arthritic  patient,  for  example,  frequently 


gives  a history  of  early  pleasure  in  motor  activ- 
ity. In  many  of  these  cases,  it  is  probable  that 
as  a newborn,  there  was  evidence  of  motorial 
discharge  of  tension  as  a preferred  pattern.  There 
is  a difference  in  the  motorial  activity  of  new- 
borns, both  under  stress  and  when  typical  stress 
situations  are  absent.  While  only  when  some  of 
these  children  who  are  part  of  the  present  longi- 
tudinal studies  develop  rheumatoid  arthritis  can 
the  significance  (or  lack  of  it)  of  the  early  motor 
patterns  be  determined,  parental  memories  give 
clues  as  to  how  active  the  patient  as  an  infant 
was. 

The  fashion  in  which  the  environment  responds 
to  the  infant’s  pattern  unquestionably  influences 
the  developmental  fate  of  those  constitutional 
factors.  Thus,  the  history  in  the  two  cases  of 
rheumatoid  arthritis  we  studied  intensively,  in- 
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dicated  that  both  children  as  infants  were  more 
active  than  the  environment  would  tolerate.  A 
motorially  inactive  infant  would  have  experi- 
enced a quite  different  environment  in  the  same 
milieu. 

There  is  another  possible  aspect  to  the  con- 
stitutional factor  which  could  be  considered  an 
acquired  one.  Some  small  children,  while  not 
inherently  particularly  active,  are  early  encour- 
aged to  be.  These  children  may  find  that  motor 
activity  is,  in  childhood,  an  accepted  way  to 
discharge  tension.  An  adult  case  is  perhaps  an 
example  of  this.  The  patient’s  mother  and  father 
were  circus  acrobats.  As  a child,  the  patient  was 
encouraged  to  be  physically  active.  Since  she 
did  not  follow  her  parental  career,  but  continued 
some  enjoyment  in  dancing  and  relatively  non- 
strenuous  activities,  she  probably  was  not  an 
individual  with  an  inherent,  dominantly  motor 
discharge  pattern.  Her  rheumatoid  arthritis  de- 
veloped in  middle  age;  the  experience  coinci- 
dental with  its  onset  I will  return  to  later. 

In  addition  to  the  factor  of  inherent  utilization 
of  certain  channels  to  reduce  tension,  if  the 
particular  channelization  is  deepened,  either  be- 
cause of  this  inherent  dominance  as  a discharge 
pattern  or  because  of  its  effectiveness  during 
later  maturational  phases,  that  mode  of  dis- 
charge may  become  intensified  by  an  unusual 
degree  of  enjoyment.  In  one  of  our  arthritic 
children  intense  enjoyment  of  her  motor  activity 
was  suggested  by  her  graphic  description  of  the 
exciting  pleasure  she  experienced  from  dancing 
and  other  physical  activities. 

2)  Stress 

A second  component  of  psychosomatic  syn- 
dromes would  appear  to  be  stress.  Alexander 
(1952)  states,  “The  general  dynamic  formula  (in 
regard  to  psychosomatic  conditions)  is  that  when- 
ever certain  impulses  become  repressed  or  in- 
hibited in  their  adequate  expression  in  inter- 
personal relations  a chronic  emotional  tension 
state  develops,  which  because  of  its  chronic 
nature  asserts  a continued  influence  upon  cer- 
tain vegetative  functions.”  The  relationship  to 
the  vegetative  nervous  system  is  most  clearly 
demonstrable  in  peptic  ulcer,  hypertension, 
asthma  and  ulcerative  colitis.  Rheumatoid  arth- 
ritis possibly  presents  a slightly  different  picture 
inasmuch  as  the  arthritic  condition  appears  re- 
lated to  an  initial  actual,  perhaps  in  some 
instances  conscious,  inhibition  of  motor  activity, 
and  thus  inhibition  of  motor  discharge  of  emo- 


tional tension.  In  contrast  to  arthritis  the  form- 
ula of  peptic  ulcer,  according  to  Alexander,  is 
that:  “A  chronic  wish  to  receive  help  and  love, 
which  due  to  neurotic  conflict  cannot  be  satis- 
fied in  inter-personal  relations  stimulates  the 
stomach  functions,  which  if  it  persists  over 
a longer  period  in  predisposed  individuals,  may 
lead  to  ulceration  in  the  duodenum  — that  the 
psychological  tension  state,  a receptive  longing 
for  help,  activates  stomach  secretions  is  however 
well  established. ” (1952)  If  this  were  stated,  “A 
chronic  wish,  which  due  to  neurotic  conflict 
cannot  or  dare  not  be  satisfied  in  inter-personal 
relationships,  stimulates  the  physical  activity  of 
an  organ,  the  function  of  which  relates  to  that 
wish,  which  if  it  persists  over  a long  period  of 
time  in  susceptible  people,  may  lead  to  somatic 
change  in  that  system”  the  statement  would 
cover  arthritis. 

At  the  present  state  of  the  study  of  the  psycho- 
somatic conditions,  rheumatoid  arthritis,  essen- 
tial hypertension,  ulcerative  colitis,  ulcer,  asth- 
ma, neurodermitis  and  thyrotoxicosis  it  cannot 
be  irrevocably  stated  that  in  all  cases  there  is 
a psychological  factor  that  is  a part  of  the  pri- 
mary etiology.  However,  the  results  of  a speci- 
ficity study  carried  on  for  several  years  on  a 
large  number  of  cases  at  the  Chicago  Institute 
for  Psychoanalysis,  the  results  of  which  will  be 
released  soon  in  a publication,  suggests  that  at 
least  a large  percentage  of  the  cases  had  etio- 
logically  a psychological  component. 

3)  External  Agents 

Certain  psychosomatic  conditions  develop  only 
when  an  external  agent  is  present;  at  least  in 
asthma  and  rheumatoid  arthritis  it  would  seem 
probable  that  the  symptoms  would  not  develop 
unless  there  were  also  an  outside  agent  that 
causes  a response  in  an  organ  that  is  ready  to 
respond.  Bronchial  asthma  patients  have  an  al- 
lergic diathesis,  a state  that  often  was  mani- 
fested in  early  infancy  by  eczema  and  demon- 
strable by  skin  tests.  The  degree  to  which  the 
allergies  are  causative  of  the  symptoms  probably 
is  in  the  nature  of  a ratio.  While  only  careful, 
intensive  study  of  a large  number  of  cases  would 
confirm  or  disprove  the  concept,  it  would  seem 
probable  that  severly  allergic  people  would  de- 
velop symptoms  when  exposed  to  a large  amount 
of  an  allergen  even  in  the  absence  of,  or  with 
minimal,  emotional  stress.  A person  only  mildly 
allergic,  dealing  with  the  typical  problems  that 
appear  to  be  the  characteristic  tension  producing 
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conflicts  that  relate  to  asthma  may  develop 
asthmatic  symptoms  with  little  concentration  of 
the  allergen. 

Many  students  of  psychosomatic  conditions 
have  pointed  out  that  one  aspect  of  that  syn- 
drome is  the  vulnerability  of  the  organ  that 
becomes  involved.  In  asthma  the  vulnerability 
would  appear  to  be  the  allergic  state  and  the 
responsiveness  of  the  mucosa  of  the  bronchi 
to  the  allergen.  Rheumatoid  arthritis  would 
appear  to  have  another  causative  agent.  In  view 
of  the  clinical  picture,  and  the  laboratory  find- 
ings at  the  time  of  the  onset  of  the  latter  disease, 
and  also  during  exacerbation,  it  would  appear 
that  an  infectious  agent  must  be  involved.  There 
is  evidence  that  increased  muscle  tonus,  that  is 
to  say  increased  simultaneous  inervations  of  both 
flexors  and  extensors  may  be  a factor  which 
unfavorably  influences  the  arthritic  process.  Is 
it  not  possible  that  it  is  this  muscle  tension, 
becoming  chronic  when  motor  activity  is  inhib- 
ited that  is  significant  in  determining  increased 
joint  tension,  and  thus  the  focus  of  an  infection 
in  the  joint  that  is  controlled  by  that  group  of 
muscles?  The  increased  tension  in  the  joint  may 
make  the  joint  particularly  susceptible  to  bac- 
terial invasion.  Once  an  infection  is  introduced 
tension  increases,  intensified  by  the  response 
that  has  as  its  primary  function  a defense  against 
the  infection  and/or  the  pain. 

Both  cases  of  rheumatoid  arthritis  in  our  study 
had  been  active  children;  they  had  been  pun- 
ished for  their  motor  activity;  their  first  symp- 
toms occurred  in  their  ankles.  The  adult  patient 
whose  parents  were  circus  acrobats  gave  an 
interesting  history  of  the  beginning  of  her  arth- 
ritis. She  had  had  a long  period  of  psychiatric 
therapy.  During  that  time  she  had  been  repeated- 
ly told  by  her  therapist  that  “She  should  stand 
on  her  own  feet.”  Finally  she  was  able  to  do  so, 
expressing  her  independence  by  leaving  her 
parent’s  home.  Her  therapist  was  very  irate  at 
this  act,  which  she  had  carried  through  during 
a period  when  he  was  away  from  the  city.  He 
did  not  feel  she  should  desert  her  elderly  parents. 
She  revealed  this  background  only  after  attempt- 
ing to  determine  when  she  was  first  aware  of 
the  pain  in  her  feet.  She  recalled  that  she  no- 
ticed it  a few  days  after  her  last  appointment 
with  her  therapist.  When  inquiry  was  made  re- 
garding the  nature  of  that  last  interview,  she 
expressed  a great  deal  of  anger  towards  her 


previous  therapist  and  in  explanation  told  the 
above  story  of  her  therapy  experience.  She  apol- 
ogized finally  for,  “having  gotten  off  the  sub- 
ject of  the  onset  of  her  arthritis.  If  the  two 
subjects  were  inter-related,  and  the  onset  of  the 
arthritis  was  not  just  coincidentally  related  to 
her  therapist  having  forbidden  what  he  had 
previously  demanded,  namely  that  she  stand  on 
her  own  feet,  it  would  suggest  that  “standing 
on  her  own  feet”  represented  a somatic  demand, 
not  just  a symbolic  concept  of  independence. 
When  she  tried  to  do  so,  she  met  disapproval 
and  the  conflict  between  doing  and  not  doing 
may  have  chronically  stimulated  antagonistic 
muscles.  The  literature  indicates  that  several 
other  people  who  are  interested  in  the  psycho- 
logical components  of  arthritis  have  found  a 
similar  relationship  between  inhibition  of  motor 
activity  and  the  onset  or  exacerbation  of  rheuma- 
toid arthritis. 

4)  Regression 

As  many  authors  have  pointed  out,  none  of 
the  above  etiological  fractions  explain  the  total 
picture  of  these  diseases.  Other  people  have 
been  motorially  active  in  childhood,  have  effec- 
tively utilized  that  means  of  discharge  of  ten- 
sion, in  later  lifehave  given  up  that  mode,  and 
have  not  developed  arthritis.  The  psychological 
aspect  of  asthma  has  been  considered  by  Alex- 
ander (1952),  and  many  other  authorities  as  due 
to  the  conflict  over  the  patient’s  relationship 
with  a seductive  mother,  fear  of  separation,  and 
a repression  of  crying.  So  called  seductive  moth- 
ers appear  to  be  etiological  agents  in  many  syn- 
dromes. Fear  of  separation  from  a loved  one 
is  inherent  in  the  capacity  for  meaningful  rela- 
tionship with  others.  The  repression  of  crying 
is  not  an  uncommon  character  trait  in  our  cul- 
ture, particularly  among  men.  Even  recognizing 
the  necessity  for  an  allergic  diathesis  as  a sine 
qua  noil  of  true  bronchial  asthma  it  is  more  than 
likely  that  some  people  who  have  had  seductive 
mothers,  feared  separation,  and  repressed  crying 
were  also  allergic  and  did  not  have  asthma. 

Because  of  the  presence  of  the  postulated 
etiological  factors  without  the  disease  develop- 
ing it  would  seem  necessary  to  hypothesize  an- 
other factor:  a particular  type  of  psychological 
regression,  a regression  to  what  Glover  (1956) 
has  called  “the  primary  functional  level  of  de- 
velopment,” the  neonatal  period  when  the  psyche 
and  soma  functionally  are  not  differentiated. 
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The  infant  cries  when  hungry;  there  is  no  psy- 
chic control  or  psychic  instigation  of  the  re- 
sponse. The  infant  when  disturbed  often  tenses 
antagonistic  muscles  and  becomes  rigid,  again 
a precognitive  response  that  is  characteristic  of 
the  very  early  level  of  development.  When  an 
individual  faces  a type  of  conflict  that  is  the 
more  mature  counterpart  of  a neonatal  disturb- 
ance, to  which  that  individual  in  neonatal  life 
responded  with  a particular  physical  response, 
and  when  that  conflict  cannot,  for  a variety  of 
reasons,  he  handled  effectively  through  psycho- 
logical defenses,  we  have  hypothesized  there  is 
a selective  regression  to  this  early  stage  of  de- 
velopment, with  specific  organ  systems  function- 
ing on  this  primitive  level.  Allowing  for  the 
vagaries  of  semantics  the  state  could  be  con- 
sidered a “physiological  psychosis.” 

The  concept  that  the  presence  of  chronic 
stress,  neurotically  determined,  results  in  regres- 
sion to,  or  evidence  of  fixation  at,  the  early 
undifferentiated  developmental  level  and  the 
utilization  therefore  of  primary  channels  of  dis- 
charge would  seem  to  interdigitate  the  above 
points.  The  inclusion  of  the  concept  of  regres- 
sion, as  well  as  that  of  the  primary  channel  of 
discharge,  would  appear  essential  to  tentatively 
explain  why  certain  people  do  not  develop 
psychosomatic  diseases,  as  well  as  the  different 
types  of  lesions  in  those  who  do.  Is  it  not  possible 
that  some  individuals,  under  certain  chronic 
stress  situations,  do  not  develop  psychosomatic 
symptoms  because  the  initial  response  of  the 
organ  most  likely  to  be  involved  is  followed  by 
an  adaptation  to  the  stimulation  through  the 
utilization  of  equally  effective,  in  some  instances 
secondarily  established,  modes  of  discharge?  In 
other  instances  the  alternate  discharge  pathways 
are  not  sufficiently  readily  available  either  be- 
cause the  nature  and  intensity  of  the  neurotic 
conflict  do  not  make  those  modes  of  discharge 
adequate  as  substitutes,  or  the  effectiveness  of 
the  early  pattern  of  discharge  has  proven  suf- 
ficiently adequate  so  that  another  mode  of  dis- 
charge lacks  value?  Under  these  conditions 
psychosomatic  symptoms  may  develop. 

To  return  again  to  rheumatoid  arthritis,  all 
people,  who,  having  tended  to  discharge  their 
tension  motorially,  become,  for  some  externally 
or  internally  imposed  limitation,  unable  to  con- 
tinue this  way  of  release,  do  not  develop  rheuma- 
toid arthritis.  An  athlete,  for  example,  who 


because  of  a cardiac  or  other  chronic  condition 
must  become  relatively  inactive,  does  not  neces- 
sarily develop  rheumatoid  arthritis;  he  may  be- 
come a student  or  just  an  irritable  or  unmanage- 
able patient.  Most  adults  have  inhibited  the 
infantile  pattern  of  communicating  when  in  dis- 
tress by  tearful  crying  for  aid.  They  do  not  all 
develop  asthma.  People  who  are  ill  characteris- 
tically regress  to  a more  infantile  pattern  of 
relationship  with  their  environment.  They  do 
not,  even  when  frustrated  in  that  regression, 
necessarily  develop  a psychosomatic  lesion.  On 
the  basis  of  these  observations  we  have  tenta- 
tively concluded  that  stress  is  most  apt  to  create 
psychosomatic  conditions  when:  1)  the  stress  is 
chronic,  2)  its  origin  is  linked  with  a neurotic 
conflict,  3)  the  patient,  to  deal  with  the  neurotic 
conflict,  regresses  to  the  earliest  developmental 
phase,  and  4)  he  utilizes  in  that  regression  a 
channel  of  discharge  that  previously  was  invest- 
ed with  psychological  meaning.  The  chronicity 
of  the  use  of  that  discharge  pathway,  the  failure 
to  relieve  the  tension  through  other  modes  of 
discharge,  and  in  some  instances  the  inhibition 
of  the  utilization  of  the  primary  pathway,  lead 
to  organic  changes. 

The  specificity  of  certain  psychosomatic  ill- 
nesses is  inherent  in  the  above  formulation.  For 
example,  a person  who  in  anger  wishes  to  strike 
out  motorially  but  inhibits  that  impulse  may 
develop  not  rheumatoid  arthritis  but  ulcers  if 
his  anger  threatens  his  relationship  with  others 
at  a time  when  he  is  “hungry”  for  support  from 
others.  The  specificity  of  function  of  the  body 
organs  remains  throughout  life.  Only  when  these 
inherent  functions  are  related  to  the  ungratified 
needs  or  unfulfilled  impulses  of  the  individual 
are  they  brought  into  use.  In  psychosomatic 
disease  syndromes  the  function  is  either  chron- 
ically stimulated  or  is  inhibited  after  initial 
stimulation  occurs. 

I would  like  to  stress  that  on  the  basis  of  the 
preceding  formulation  in  regard  to  psychoso- 
matic syndromes,  it  would  seem  to  be  self-evi- 
dent that  just  as  the  causative  factors  have 
multiple  facets,  the  treatment  must  equally  so. 
In  some  cases  the  therapy  can  be  managed  by 
one  person.  In  certain  psychosomatic  diseases 
this  is  not  true.  For  example,  few  psychiatrists 
have  remained  sufficiently  related  to  the  field 
of  gastroenterology  to  diagnose  and  treat  effec- 
tively a duodenal  ulcer.  It  is  the  rare  gastro- 
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enterologist  who  has  sufficient  background  in 
psychiatry,  or  the  time,  to  treat  the  psychiatric 
facet  present  in  many  cases  of  duodenal  ulcers. 
As  a result  the  specialists  must  recognize  them- 
selves as  having  a defined  function,  one  closely 
related  to  the  defined  function  of  another  part 
of  the  total  organism,  the  total  organism  being 
the  discipline  of  medical  practice;  the  special- 
ists must  then  work  as  a well  integrated  team. 

In  conclusion  I would  like  to  introduce  a word 
of  general  warning.  Because  certain  conditions 
appear  to  be  psychosomatic,  the  assumption  that 
all  such  cases  are  such  is  a dangerous  one. 
Several  years  ago,  for  example,  a patient  was 
referred  to  me  by  a very  competent  surgeon 
because  the  patient  was  complaining  of  back 
ache.  The  surgeon  was  aware  of  my  interest  in 
that  syndrome.  He  did  not  mention  to  me  that 
the  patient  had  had  a radical  mastectomy  a year 
and  a half  previously;  he  left  that  to  the  patient 
to  tell  me.  An  x-ray  showed  multiple  metastasis 
to  the  spine. 

It  is  not  only  other  specialists  who  err.  Psy- 
chiatrists make  as  many  errors  in  the  reverse 
direction.  When,  for  example,  patients  complain 
of  practically  daily  trembling,  ill-defined  anxiety, 
weakness  and  headache  two  or  three  hours  after 
eating,  it  would  be  well  to  check  the  blood 
sugar  level  at  the  hour  of  the  day  the  symptoms 
usually  occur,  before  assuming  this  is  a “neu- 
rotic” patient  and  focuses  on  psychiatric  therapy. 
The  low  blood  sugar,  in  some  cases,  will  be  cor- 
rected as  a result  of  psychotherapy.  Even  in 
those  cases  somatic  management  is  indicated 
until  psychotherapy  is  effective. 

It  is  exteremely  important  that,  with  our  in- 
creased knowledge  of  the  effect  of  the  psyche 
on  the  soma  we  not  see  the  psyche  as  the 
modern  version  of  the  devil  who  must  be  exor- 
cised, now  by  psychotherapy  instead  of  the 
rituals  used  by  our  forefathers. 
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Cremomycin 
can  provide  relief 


:re  today’s  theory  is  tomorrow's  therapy 


K.  Neomycin:  Patient  should  be  observed  for 
infections  due  to  bacteria  or  fungi.  Side  Effects: 
onamide:  Sensitivity  reactions  may  occur  (e.g., 
rashes,  anemia,  polyneuritis,  fever;  agranulo- 
sis  with  a fatal  outcome  has  been  reported), 
uction  of  thiamine  output  in  the  feces  and  of 
nin  K synthesis  has  been  observed.  Neomycin-, 
sea,  loose  stools  possible. 

>re  prescribing  or  administering,  read  product 
jlar  with  package  or  available  on  request. 


)mptly  relieves  diarrheal  distress 

!remomvcin 

TIDIARRHEAL  ** 

iposition:  Each  30  cc.  contains  neomycin  sulfate 
mg.  (equivalent  to  210  mg.  of  neomycin  base), 
sinylsu Ifathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
, pectin  0.27  Gm. 

MERCK  SHARP  &DQHME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 
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Professional  Liability  Insurance... 


Your  Partners  in  Protection 

and 


Profession 


PHYSICIANS  & SURGEONS 
UNDERWRITERS  CORPORATION 


General  Agents 

715  PHYSICIANS  & SURGEONS  BLDG. 
MINNEAPOLIS.  MINNESOTA  55402 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 


Each  capsule  contains 
8 mg.  of  Teldrin®  (brand 
of  chlorpheniramine 
maleate),  50  mg.  of  phenyl- 
propanolamine hydrochlo- 
ride, and  2.5  mg.  of  isopro- 
pamide,  as  the  iodide. 


...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 
sneezing,  weeping  and  nasal  congestion  for  24  hours  with 
one  'Ornade’  Spansule®  brand  sustained  release  capsule  q12h 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  ^ 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 

XA/sCranbury,  N.J.  cm. 5751 


new 

Measurin' 

the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


(timed-release  aspirin) 


the  first 
8=hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night... and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


FIG.  1 MEAN  STIFFNESS/ DISCOMFORT  INDEX 


FIG.  3 MEAN  PAIN  INDEX 


Morning 

Stiffness 


Over  30%  reduction  in 
mean  stiffness  index 


Nighttime 

Discomfort 


Over  33°/o  reduction  in 
mean  discomfort  index 


EiC.  2 NO.  OF  TIMES  AWAKE 


Average 
Number  of 
Times 
Awakened 


Over  47ala  fewer 
awakenings 
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On  arising  Morning  Afternoon  Evening 


MEASURIN  20  g r.  q.  8 h. 
(60  gr./ day) 


20  gr.  Aspirin  q.  8 h. 
(60  gr./day) 


12  gr.  Aspirin  q.  4 h. 

(60  gr./day — 

no  middle-of-night  dose) 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  —the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 

Measurin.  *Clinical  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 


The  unique  mechanism 
of  new  Measurin  . . . 

One  20-grain  dose 

Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6,000 
microscopic  reservoirs  of  aspirin. 

(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

,*4^r 

the  remainder. . . 
controlled  by  this  new 
principle  of  action: 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rate  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficulty,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

& 

Bonadoxin* 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  VV.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y„,  N.Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


for  a 

nutritionally 

sound 

pregnancy 

0BR0N-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 
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a working  analgesic  for  the  working  arthritic 


Arthralgen®  rapidly  relieves  early  morning  stiffness  and 
arthritic  pain.  It  promises  a quicker  response  in  most 
patients  because  its  analgesic  ingredients  need  no  meta- 
bolic conversion  before  they  act.  Combining  two  better- 
tolerated,  time-tested,  analgesics,  acetaminophen  and 
salicylamide,  into  a pharmacologically  sound  and  thera- 
peutically effective  formulation,  Arthralgen  relieves  pain 
rapidly  with  less  likelihood  of  gastric  irritation  than 
aspirin. 

in  maintenance  therapy  . . . 

Because  it  contains  no  sodium,  Arthralgen  is  often  a safer 
and  more  suitable  analgesic  for  use  in  the  long-term 
treatments  of  arthritic  patients  who  have  other  conditions 
which  require  sodium  restriction.1 


BRIEF  SUMMARY: 

Arthralgen  and  Arthralgen-PR  are  indicated  in  the  manage- 
ment of  rheumatoid  arthritis,  acute  gouty  arthritis,  rheumatoid 
spondylitis,  osteoarthritis,  bursitis,  fibrositis,  and  neuritis. 
Arthralgen  may  be  used  for  analgesia  in  colds,  flu,  and  various 
myalgias. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  ingredient. 

As  with  any  drug  containing  prednisone,  Arthralgen-PR  is 
contraindicated,  or  should  be  administered  only  with  care,  to 
patients  with  peptic  ulcer,  tuberculosis,  nephritis,  diabetes 
inellitus,  acute  psychoses,  Cushing's  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  infection,  or 
predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in  patients  with 
uremia  and  viral  infections,  including  poliomyelitis,  vaccinia, 
ocular  herpes  simplex,  and  fungus  infections  of  the  eye.  It  is 
also  contraindicated  in  patients  with  chickenpox  or  sus- 
ceptible persons  exposed  to  it.  ^ 

PRECAUTION:  Reduction  in  dosage  of  Arthralgen-PR  given 
over  a long  period  should  be  gradual,  never  abrupt. 


Arthralgen^ 

Each  tablet  contains: 

Salicylamide  250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


ArthralgenE-PR 

(Arthralgen  with  prednisone  1 mg.) 


SIDE  EFFECTS:  Nausea,  GI  upset,  or  mild  salicylism  may 
rarely  occur.  Symptoms  of  hypercorticoidism  dictate  reduction 
of  dosage  of  Arthralgen-PR. 

DOSAGE : One  or  two  tablets  four  times  a day.  After  remission 
of  symptoms  dosage  should  be  reduced  to  the  minimum 
maintenance  level. 

REF:  1.  Boreus  & Sandberg,  ACTA.  PHYSIOL.  SCAND., 
28:266,  1953. 
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Signs  of  Progress 


For  us,  the  big  news  of  the  summer  was  the 
announcement  from  the  office  of  the  Surgeon 
General  that  the  joint  application  submitted  by 
the  College  of  Medicine  for  matching  funds  had 
been  approved.  You  may  recall  that  the  proce- 
dure for  submitting  this  application  required 
that  we  first  design  the  basic  medical  science 
building  and  then  determine  the  ratio  between 
teaching,  basic  science  research  and  other  func- 
tions to  be  housed  in  it.  With  these  figures  we 
were  able  to  submit  schematic  plans  of  each 
portion  of  the  building  to  the  appropriate  divi- 
sions of  the  U.  S.  Public  Health  Service.  Our 
application  was  submitted  in  March  and  the  site 
survey  teams  representing  both  divisions  of  the 
USPHS  visited  the  University  campus  in  May. 
Their  reports  were  then  forwarded  to  their  re- 
spective Advisory  Councils  where  they  were  re- 
viewed at  the  end  of  June.  It  was  their  recom- 
mendation which  guided  the  action  taken  by 
the  Surgeon  General. 

One  essential  step  in  this  process  had  taken 
place  earlier  and  without  much  discussion.  The 
Public  Health  Service  cannot  consider  an  ap- 
plication for  matching  funds  for  a new  medical 
school  until  its  proposed  programs  have  been 
reviewed  by  the  Liaison  Committee  of  the  Amer- 
ican Medical  Association’s  Council  on  Medical 
Education  and  the  Association  of  American 
Medical  Colleges  for  purposes  of  accreditation. 
Since  it  is  impossible  to  grant  accreditation  to  a 
school  which  is  not  operational,  the  Liaison 
Committee  solves  this  problem  by  visiting  the 
school  under  consideration,  reviewing  and  dis- 
cussing all  phases  and  aspects  of  the  developing 
program  and  then  awarding  “reasonable  assur- 
ance” that  the  program  will  be  accredited  once 
the  school  is  operational.  We  prepared  the  neces- 
sary documents  for  this  step  during  the  fall  of 
1984  and  underwent  our  inspection  this  last 
January.  Subsequently,  we  received  our  “rea- 
sonable assurance”  and  were  therefore  eligible 
to  prepare  and  submit  our  application  for  match- 
ing money. 

The  federal  grant  amounts  to  $4,281,799.  To- 
gether with  the  funds  which  were  donated  by 


the  people  of  Arizona  this  will  bring  in  the 
entire  first  phase  of  the  building  project.  This 
includes  the  basic  science  building  itself,  which 
we  currently  estimate  will  cost  four  and  a quar- 
ter million  dollars;  and  the  equipment  in  the 
building  which  has  a projected  value  of  one 
and  a half  million  dollars.  Because  of  the  phy- 
sical distance  involved  between  the  Medical 
School  building  and  the  heating,  cooling  and 
power  plant  which  serves  the  University  cam- 
pus, a separate  heating  and  cooling  plant  and 
connecting  tunnel  will  be  required  adjacent  to 
the  Medical  School  building.  This,  along  with 
the  cost  of  site  surveys,  landscaping  and  con- 
sultant fees,  accounts  for  the  remainder  of  the 
money. 

There  are  more  new  medical  schools  at  one 
stage  or  another  of  development  in  the  U.  S. 
now  than  at  any  time  since  the  Flexner  Report 
on  medical  education  was  published  in  1910. 
These  include  four-year  schools  such  as  the  Uni- 
versity of  California  at  San  Diego,  the  Univer- 
sity of  Texas  at  San  Antonio,  the  University  of 
Massachusetts  at  Worcester,  the  University  of 
Connecticut  at  Farmington,  the  Hershey  Medi- 
cal Center  at  Penn  State  University,  the  Mt.  Sinai 
School  of  Medicine  and  ours.  It  also  includes 
the  two-year  schools  at  Brown,  Michigan  State, 
Rutgers  and  Hawaii.  All  of  these  schools,  on 
similar  planning  schedules,  are  competing  for 
both  faculty  and  funds.  We  believe  that  Arizona 
is  the  first  school  to  have  a joint  application  for 
funds  approved  simultaneously  by  the  Teaching 
and  Research  Divisions  of  the  Public  Health 
Service.  Much  more  important  is  the  fact  that 
this  medical  school  has  been  started  through  the 
interest  and  donations  of  private  citizens  even 
though  the  school  is  a division  of  a public  uni- 
versity. This  has  been  a key  factor  at  all  times, 
and  at  every  step,  in  the  favorable  actions  meted 
out  on  behalf  of  our  developing  College  of 
Medicine  by  those  persons  and  groups  outside 
of  Arizona  who  have  such  responsibilities. 
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clinical  psychology 
psychiatric  social  work 

and  family  counselling 
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LEE  S.  COHN,  M.D. 
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A SHORT  ADDRESS 


Three  months  have  passed  since  new  graduates 
at  all  school  levels  heard  final  words  of  praise, 
exhortation,  and  advice  from  their  graduation 
orators.  If  the  speeches  were  as  long  and  re- 
sounding as  usual,  some  of  the  words  may  still 
be  echoing  through  the  ivied  walls  and  hallowed 
halls. 

The  motto  of  Cranbrook  School  in  Michigan 
suggests  that  a graduation  speech  could  be  com- 
posed of  only  two  words,  and  yet  if  followed 
assure  the  eager  listeners  of  happiness,  a sense 
of  fulfillment,  and  success.  The  two  words  are 
based  on  a story  in  the  Funeral  Games  of  Virgil’s 
The  Aeneid. 

This  was  the  story  in  which  Aeneas  invited 
competitors  to  test  their  skill  with  bow  and 
arrow.  The  target  was  a fluttering  dove  tethered 


to  a mast  by  a thin  cord.  The  first  archer  struck 
the  mast,  while  the  second  split  the  cord.  As 
the  bird  flew  off,  the  third  archer  quickly  shot 
an  arrow  which  killed  the  dove  in  flight.  The  last 
archer,  Acestes,  having  no  target  left  at  which  to 
shoot  did  not  hesitate,  give  up  or  ask  for  gov- 
ernment assistance,  but  aimed  his  arrow  high 
into  the  air.  You  will  recall  the  miracle  of  the 
arrow  which  caught  fire  as  it  flew  across  the  sky. 
Accepting  this  as  an  omen,  Aeneas  awarded  the 
prize  to  Acestes. 

My  imaginary  and  ultra  condensed  graduation 
address  could  be  based  on  this  story,  and  the 
two  words  of  advice  to  graduates  from  the  ele- 
mentary  grades  to  medical  school  would  be  “aim 
high!” 

Robert  F.  Lorenzen,  M.D. 

Editor 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran* 
quilizer  — Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  nu 
ber  of  circumstances  can  unleash  it.  Keep  Atarax 
mind  for  all  your  emotionally  distressed  patients— frc 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxie 


(hydroxyzine  HCl)EzL. 


. . . In  any  condition  where  tissue  depletion  of  the  wat< 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


effects  and  precautions:  The  transitory 
vsiness  which  may  occur  with  hydroxyzine 
usually  disappears  spontaneously  in  a few 
> with  continued  therapy,  or  is  correctable 
osage  reduction.  Dryness  of  the  mouth  may 
een  with  higher  doses.  Involuntary  motor 
'ity  has  been  reported  in  hospitalized 
■jsnts  on  higher  than  recommended  doses. 

iroxyzine  HCl  may  potentiate  CNS  depres* 
s,  narcotics  such  as  meperidine,  barbitu* 
s,  and  anticoagulants.  In  conjunctive  use, 
,ige  for  these  drugs  should  be  decreased, 
fuse  drowsiness  may  occur,  patients  should 
autioned  against  driving  a car  or  operat- 
dangerous  machinery.  Parenteral  Solution 
iautions  and  contraindications:  This  dosage 
' is  intended  only  for  I.M.  or  I.V.  adminis- 
on  and  should  not,  under  any  circum- 
ces,  be  injected  subcutaneously  or  intra- 
rially.  When  the  usual  precautions  for  I.M. 
pion  have  been  followed,  reports  of  soft 
|e  reactions  have  been  rare.  I.V.  adminis- 
jon  should  be  slow,  no  faster  than  25  mg. 
jrninute,  and  should  not  exceed  100  mg.  in 
■j  single  dose.  Particular  care  should  be  used 

I 'sure  injection  only  into  intact  veins;  a few 
Jnces  of  digital  gangrene  occurring  distal 
he  injection  site  have  been  attributed  to 
Ivertent  intraarterial  injection  or  periarte* 
extravasation,  both  of  which  should  be 
ided.  More  detailed  professional  informa* 
available  on  request. 
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IN  MEMORIAM 


CHARLES  W.  SECHRIST,  M.D. 
1896-1965 


With  the  death  of 
Dr.  Charles  W.  Se- 
christ  on  July  5,  1965, 
Arizona  lost  one  of 
its  outstanding  citi- 
zens. Dr.  Sechrist 
was  a veteran  physi- 
cian, surgeon  and 
public  servant  in  the 
midst  of  his  second 
term  in  the  Arizona 
House  of  Representa- 
tives. At  the  time  of 
h i s death,  Dr.  Se- 
christ was  Speaker 
Pro  Tern  of  the 
House.  The  great  respect  and  esteem  in  which 
Dr.  Sechrist  was  held  is  expressed  in  the  fol- 
lowing tributes  prepared  by  several  of  his  col- 
leagues and  friends. 

My  father  knew  and  respected  Charlie  Se- 
christ. I,  too,  knew  him  well.  He  served  both 
of  us  as  surgical  consultant.  Surgical  problems 
were  referred  rapidly,  thankfully  and  con- 
fidently to  his  responsibility  from  ours  in  the 
transfer  of  patients  from  Williams  to  Flagstaff. 

He  typified  the  restless,  aggressive  nature 
and  the  compulsive  obsessiveness  observed  not 
infrequently  but  peculiarly  restricted  to  certain 
surgeons  of  unusual  success.  The  twenty-four 
hour  day  was  to  him  often  lacking  in  sufficient 
hours  to  accomplish  a full  days  work. 

His  diamond  in  the  rough  personality  was  oc- 
casionally characterized  by  a dextrous  exhibition 
of  the  sharp  edges  which  resulted  invariably  in 
the  chastisement  of  a brash  colleague  or  any 
other  who  chose  to  challenge  him. 

He  passes  from  our  midst  fully  deserving  of 
the  accolade  “Well  and  nobly  done  dear  friend 
and  fellow  practitioner,  hail  and  farewell.” 

Would  we  all  could  emulate  his  example  of 
outstanding  humanitarianism. 

D.  W.  Melick,  M.D. 


I have  known  and  worked  intimately  with 
Dr.  Sechrist  since  the  time  he  established  his 
practice  in  Flagstaff.  During  these  many  years 
I was  impressed  by  his  willingness  to  answer 
cheerfully  and  willingly  any  call,  day  or  night, 
in  any  weather  and  to  the  devotion  to  his 
patients. 

His  service  as  a legislator  from  this  district  is 
well  known.  Several  years  after  coming  to  Flag- 
staff he  built  and  equipped  the  Flagstaff  Hos- 
pital. This  he  operated  according  to  the  high- 
est standards  and  has  been  accredited  ever  since 
its  establishment.  Dr.  and  Mrs.  Sechrist  gave 
this  hospital  to  the  community  in  1955  and  it  is 
now  operated  as  the  Flagstaff  Community 
Hospital. 

Martin  G.  Fronske,  M.D. 

It  would  be  impossible  to  describe  adequately 
the  breadth  of  service  provided  mankind  by  Dr. 
Sechrist  for  over  forty  years,  and  he  would  be 
the  first  to  insist  that  we  not  try.  His  many 
talents  in  medicine,  education,  government,  and 
business  finance,  coupled  with  persistence, 
courage,  high  moral  integrity  and  vision,  were 
all  applied  not  for  personal  glory  but  to  make 
our  land  a better  place  for  human  beings  to  live, 
to  work,  and  to  attain  their  own  happiness  and 
success. 

There  are  so  many  things  I would  like  to  say 
which  may  get  close  to  the  heart  and  soul  of 
“Doc,”  as  many  of  us  called  him.  He  was,  in 
the  highest  sense  of  the  term,  dedicated  to  the 
interest,  welfare,  and  support  of  education  as 
symbolized  by  his  work  for  Arizona  State  Col- 
lege and  the  Flagstaff  Public  School  System, 
where  he  served  for  eighteen  years  as  a member 
of  the  School  Board.  He  was  a true  friend  of 
children  and  teachers  alike,  with  a keen  under- 
standing of  the  problems  of  the  administration. 
He  wanted  the  teacher  to  have  the  opportunity 
to  live  with  dignity  as  a scholar  and  be  an  influ- 
ence in  the  affairs  of  tomorrow.  He  worried 
more  about  the  salaries  of  the  college  professors 
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at  Arizona  State  College  than  most  public  of- 
ficials. For  his  services  in  the  cause  of  educa- 
tion in  the  community  and  state,  Arizona  State 
College  presented  him  an  honorary  Doctor  of 
Education  degree,  and  the  Flagstaff  Board 
named  an  elementary  school  the  Charles  W. 
Sechrist  School.  He  is  known  as  the  founder 
of  the  State  School  Board  Association. 

If  I were  asked  to  use  one  word  which  would 
sum  up  the  many  talents  of  Dr.  Sechrist,  I would 
say  that  above  all  he  was  a man  of  vision.  Yes, 
a human  mortal,  but  in  some  ways  with  a near 
divine  insight  into  the  future.  It  might  be  said 
that  within  his  heart  was  the  saying:  “No  vision 
and  you  perish.  No  ideal  and  you  are  lost.  Your 
heart  must  ever  cherish  some  faith  at  any  cost.” 


Friends,  we  have  lost  such  a man  from  our 
community  and  our  state.  Hundreds  will  miss 
their  beloved  and  dedicated  physician.  Edu- 
cators on  all  levels  will  miss  a real  champion 
of  public  education.  Those  who  knew  him  well 
will  recall  his  pride  in  his  three  sons  and  his  love 
for  his  wife,  Ethel.  Those  of  us  gathered  here 
today  can  only  say: 

“That  which  remains 
When  other  beauties  fade 
That  which  is  light 
When  all  beside  is  shade 
That  which  lives  on 
When  lesser  passions  die 
Is  God  in  us— 

Good  morrow,  Friend! 

Goodbye!” 

Dr.  J.  Lawrence  Walkup 
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IN  MEMORIAM 


BETTY  G.  E.  CLEMENTS,  M.D. 
1918-1965 


Gentlewoman,  WASP  pilot  in  World  War  II, 
capable  and  understanding  physician,  expert 
neurologist  and  electroencephalographer,  active 
Catholic  laywoman  and  trusted  friend  and  con- 
fidante of  everyone  who  knew  her,  were  among 
the  attributes  of  our  colleague  Doctor  Betty  G.  E. 
Clements. 

Betty  was  born  on  April  14,  1918,  in  Elmwood, 
Nebraska,  the  only  daughter  of  Mr.  and  Mrs. 
Guy  L.  Clements.  She  was  raised  with  two 
brothers,  Dwight  L.  and  Gary  L.  Following  her 
graduation  from  the  University  of  Nebraska  in 
1939,  with  a degree  in  Education,  she  was  super- 
visor of  Physical  education  in  public  schools  in 
McCook,  and  in  Hastings,  Nebraska,  until  Febru- 
ary, 1943.  She  was  commissioned  as  a Woman’s 
Air  Service  Pilots  (WASP)  of  the  Army  Air 
Forces,  and  served  in  the  United  States  and  over- 
seas ferrying  personnel  and  equipment,  during 
World  War  II,  until  1945.  Dr.  Clements  was  a 
recreation  worker  in  the  American  Bed  Cross 
during  the  next  year. 

After  her  World  War  II  service,  she  enrolled 
in  the  University  of  Nebraska,  School  of  Medi- 
cine and  received  her  degree,  Doctor  of  Medi- 
cine, in  1952. 

Members  of  this  Society  became  acquainted 
with  Betty  commencing  on  July  1,  1952,  with 
her  appointment  as  an  Intern  at  St.  Joseph’s 
Hospital  in  Phoenix,  she  was  selected  to  be  Resi- 
dent in  Internal  Medicine  at  St.  Joseph’s  Hos- 
pital, served  with  distinction  during  the  year  be- 
ginning in  July  of  1953,  and  was  effective  in 


assisting  the  Department  of  Medicine  in  the  de- 
velopment of  the  postgraduate  training  program 
in  the  new  Hospital.  During  this  period,  she 
decided  upon  Neurology  as  her  specialty  and 
was  encouraged  in  this  by  a number  of  us. 

Doctor  Clements  obtained  an  appointment  as 
Fellow  in  Neurology  of  the  Mayo  Graduate 
School  of  Medicine  of  the  University  of  Minne- 
sota on  October  1,  1954,  and  completed  her  Fel- 
lowship in  December  of  1957.  She  spent  the 
Winter  Quarter  of  1958  in  London,  at  the  Na- 
tional Hospital,  Queen  Square,  in  the  Out-Pa- 
tient Department  of  Neurology.  “Queen  Square” 
and  impeccable  Neurology  have  been  synony- 
mous for  a century  and  Betty’s  experience  there 
as  a postgraduate  was  stimulating  and  provided 
for  her  additional  skill,  confidence,  knowledge 
and  a coterie  of  friends  on  the  international 
scene  in  the  world  of  Neurology. 

When  she  arrived  in  Phoenix  in  April  of  1958, 
she  became  the  first  full-time  Neurologist  in  the 
Southwest  between  Dallas  and  Los  Angeles  and 
between  Denver  and  Mexico  City.  She  was  a 
member  of  the  medical  staff  of  St.  Joseph’s,  Good 
Samaritan,  and  Memorial  Hospitals  and  was  con- 
sultant to  the  Arizona  State  Hospital  and  to  the 
Veterans  Administration  Hospital  in  Phoenix. 
She  continued  to  fly  whenever  the  opportunity 
presened  itself.  She  was  one  of  the  founders  of 
EpiHab,  Phoenix,  Inc.  — a workshop  for  epi- 
leptic patients.  She  was  one  of  the  founders  of 
the  Barrow  Neurological  Institute  of  St.  Joseph’s 
Hospital.  Her  friendly,  conservative  and  en- 
couraging attitude  was  unusually  helpful  in 
working  out  the  organizational  structure  of  the 
Neurological  Institute  and  in  discussions  with 
the  Sisters  of  Mercy  who  were  developing  the 
St.  Joseph’s  Hospital  complex.  She  contributed 
to  a considerable  degree  in  making  possible  the 
appointments  of  the  Chairmen  of  the  Divisions 
of  Neuropathology  and  Neurology  in  the  Insti- 
tute. 

"'One  of  Doctor  Clements’  unusual  talents  was 
her  ability  to  teach  residents,  interns  and  nurses 
at  the  bedside.  She  was  a member  of  the  Ameri- 
can Academy  of  Neurology,  the  American  EEG 
Society,  the  Western  EEG  Society,  the  Royal 
Society  of  Medicine  (London),  the  American, 
Arizona  and  Maricopa  Medical  Societies,  the 
Osier  Club  of  Phoenix,  the  Alumni  Association 


September,  1965 


723 


of  the  Mayo  Graduate  School  of  Medicine,  and 
the  International  Organization  of  Women  Pilots, 
and  the  Ninety-Nines,  Inc. 

She  gallantly  fought  off  cancer  beginning  in 
1960.  Multiple  surgical  procedures,  irradiation 
and  chemotherapy  were  met  with  cheerfulness 
and  fortitude.  During  this  period  of  time  she, 
with  the  help  of  devoted  friends,  developed  a 
retreat,  for  her  hours  of  leisure,  in  the  pine  coun- 
try near  Payson,  Arizona.  Typical  of  Betty,  this 
mountain  cabin  has  been  given  to  these  friends. 
Similarly,  she  has  collected  a most  useful  library 
of  neurological  texts  and  periodicals  and  she  has 
left  these  with  the  Neurological  Institute  which 
was  so  much  a part  of  her  career. 

Betty  was  mercifully  released  on  July  17,  1965. 
Her  immortality  is  assured  by  her  contributions 
of  love,  compassion  and  dedicated  industry  for 
others  during  her  very  active  and  productive 
forty-seven  years  of  life. 

John  R.  Green,  M.D. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


First  National  Bank's 
Investment  Experts  Can 

PROTECT  YOUR  ESTATE 
AGAINST  UNWISE 
INVESTMENT! 

Our  many  years  of  trust  experience  have  shown 
that  willing  property  directly  to  beneficiaries  is 
often  a burden  in  disguise.  Many  times  bene- 
ficiaries are  not  prepared  either  by  training  or 
experience  to  handle  or  invest  funds  wisely. 

Thus  an  estate  carefully  nurtured  and  brought 
to  fruit  may  be  easily  dissipated  by  unwise  in- 
vestment made  on  the  advice  of  well-meaning 
but  ill-informed  friends  or  relatives. 

To  secure  the  full  benefits  of  your  estate  to  your 
heirs,  arrange  an  appointment  for  you  and  your 
attorney  to  visit  one  of  First  National  Bank’s 
investment  officers  to  discuss  the  investment 
future  of  your  estate  through  the  appointment 
of  First  National  as  trustee  of  your  estate. 

Our  years  of  estate  management,  investment 
know-how  and  group  judgment  can  conserve  the 
fruits  of  your  estate  for  your  heirs,  allowing 
them  the  economic  uses  of  your  estate  without 
the  burden  of  management  and  investment 
duties.  And  the  cost  is  less  than  you  might 
expect. 


NATIONAL 

BANK 

OF  AR 3 ZONA 

Complete  Trust  Services  Statewide 

In  Tucson  Call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 
or  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 
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Tareyton... with  the  taste  worth  fighting  for 


America's  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  j ust  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’JL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMES  f 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


«L£i  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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Butazolidin® 

brand  of 
phenylbutazone 

in 

osteoarthritis 


Geigy 


Therapeutic  effects 

A number  of  investigators  report  improve- 
ment in  about  75%  of  cases.  Relief  of  pain 
and  stiffness  is  the  predominant  response. 
Frequently,  there  is  also  a significant 
improvement  in  function.  The  beneficial 
effects  of  the  drug  are  usually  seen  by  the 
third  or  fourth  day  of  treatment. 

There  is  general  agreement  that  milder 
cases  of  osteoarthritis  are  preferably 
treated  by  simple  analgesics.  In  many 
patients,  however,  this  mode  of  therapy 
fails  to  give  sufficient  relief.  Because  ster- 
oids are  not  very  effective  in  this  form  of 
arthritis,  phenylbutazone  affords  the  drug 
therapy  most  capable  of  relieving  the  more 
severe  cases.  For  best  results,  it  is  recom- 
mended that  treatment  with  phenylbutazone 
be  combined  with  physiotherapy  and  other 
appropriate  supportive  measures. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  in  divided  daily  doses.  In  most  instances, 
400  mg.  daily  is  sufficient  for  maximum 
therapeutic  response.  A trial  period  of  one 
week  is  adequate  to  determine  the  effects 
of  the  drug ; if  there  is  no  improvement, 
discontinue  the  drug.  When  improvement 
does  occur,  dosage  should  be  promptly 
decreased  to  the  minimum  effective  level: 
this  should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention) ; skin  reactions;  black 
ortarry  stools.  Regularblood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently,  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice,  and  several  cases 
of  anuria  and  hematuria.  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  th 
drug  should  not  be  given  when  the  patient 
cannof  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin5  alk 
are  contraindicated  in  patients  with 
glaucoma. 


Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 


Butazolidin  alka 

Each  capsule  contains: 
Butazolidin,  brand  of 

phenylbutazone 

dried  aluminum 

hydroxide  gel 

magnesium  trisilicate 
homatropine 

methylbromide 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


100  me; 


100  mo 
150  me 


1 ,25  me 


Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation:  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy; 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 


in  scalp  dermatitis 

nothing  shows 
but  results 


the  results  show . . . hut  the  treatment  doesn’t 

“...50  of  the  85  patients  enjoyed  complete  remission.... 
Thirty-one  patients  exhibited  moderate  improvement....”* 


Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem  — without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most- 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Precautions : In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 
Application  to  denuded  or  fissured  areas«may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As.witli  all  drugs. 


use  with  caution  in  pregnant  patients.  Adverse 
Reactions:  Side  effects  are  not  encountered  ordinar- 
ily with  topically  applied  corticosteroids.  As  with  all 
drugs,  however,  a few  patients  may  react  unfavor- 
ably to  Synalar  under  certain  conditions.  Supply: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in  a 
vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  ec.  plastic  squeeze  bottles. 

Lubowe,  I.  I.:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO  CALIF. 
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When  doctors  talk  to  doctors... 


“Multivitamin  formulas?  — well  there's  Stuart 
Formula  and  — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.’’ 


“Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid — my  kids  take  it  every  day.” 


“Why,  I can't  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  Is  three 
colors.’* 


*J;eStuart 

formula* 

Multivitamin- Mineral  Maintenance  Therapy 

prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 


“Where  can  you  get  a decent  liquid  multivitamin 
that's  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don’t  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


“Why  don't  you  try  prescribing  a physician's 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won’t  need  all 
that  door-to-door  food-fad  nonsense.” 


Give  them  any  sample  you’ve  got,  but  first  “Take  him  off  the  yogurt!  Put  him  on  Stuart 
check  to  see  if  we  have  any  Stuart  Formula.”  Formula — you  can  be  sure  it’s  complete.” 


“The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


730 


Arizona  Medicine 


REPRINTS 


Operation  Headstart 

When  this  year  started,  whereas  I didn’t  have 
solutions  for  the  political  problems  of  the  Medi- 
cal Society,  I at  least  thought  that  I knew  them 
all.  However,  in  the  last  two  months  a brand 
new  one;  namely,  “Operaion  Headstart,”  has 
emerged.  Operation  Headstart  is  set  up  under 
the  Office  of  Economic  Opportunity  to  give  chil- 
dren from  economically  depressed  areas  a bet- 
ter chance  in  school.  It  is  primarily  designed  to 
take  those  children  four  years  of  age  whose 
family  income  is  under  $3,000  and  give  them  six 
to  eight  weeks  of  schooling  preparatory  to  kin- 
dergarten or  first  grade. 

Unfortunately,  this  probably  needed  educa- 
tional program  was  put  in  charge  of  an  M.D.  — 
Julius  B.  Richmond,  Professor  of  Pediatrics, 
Stite  University  of  N.  Y.  A rather  complete 
medical  survey  came  out  of  this  and  in  the 
original  draft  it  was  suggested  that  all  children 
g'i  ing  into  Headstart  have  a complete  history 
a 1 >d  a physical  that  would  include  vision,  dental, 
hi  iring,  psychometric  testing,  nutritional  de- 
ft ‘ts,  test  for  tuberculosis,  innoculations,  urin- 
al i sis  and  blood  counts.  They  also  mentioned 
oilier  things  such  as  enuresis,  speech  abnormali- 
ties, parasitic  infestations,  mental  retardation, 
cerebral  palsy,  and  other  problems  to  be  in- 
cluded. These  tests,  of  course,  were  to  be  done 
all  once  as  this  program  started  quite  late  in 
the  year  and  time  was  of  an  essence.  Hopefully 
they  would  be  done  by  the  doctors  at  minimal 
or  no  cost.  The  Board  of  Directors  looked  into 
this  problem  and  had  help  from  the  Pediatric 
Society,  from  Doctor  Farnsworth  and  the  Mari- 
copa County  Health  Department,  from  Oper- 
ation L.E.A.P.  and  Milton  Gan,  and  from  Ari- 
zona State  University,  Doctor  Marvin  Deever, 
who  is  helping  with  Operation  Headstart.  Out 
of  all  of  this  came  the  following  recommenda- 
tions for  the  doctors  of  the  area: 

1.  That  this  has  been  a crash  program  and 
there  has  been  very  little,  if  any,  consultation 
with  local  physicians,  either  at  the  county  level 
or  individually,  regarding  these  physical  exams 
and  what  can  be  expected  to  be  accomplished 
by  them.  That,  if  this  program  is  to  continue, 
there  should  be  discussions  between  the  people 
who  will  be  running  the  Headstart  program  and 
the  doctors  who  will  be  expected  to  do  these 
examinations,  so  that  an  examination  can  be  ar- 


rived at,  basic  laboratory  studies  determined, 
and  the  program  set  up  well  in  advance. 

2.  That  this  is  a federally  financed  plan,  with 
all  the  people  involved  being  paid  the  usual  and 
customary  fee  for  the  work  they  do.  In  keeping 
with  other  discussions  that  the  Society  has  had, 
particularly  in  line  with  the  work  Doctor  Ray 
Fife  is  doing  with  the  Los  Angeles  County  Medi- 
cal Society,  it  was  felt  that  the  doctors  also 
should  be  paid  their  usual  and  customary  fee 
for  this  type  of  service. 

3.  That  as  far  as  could  be  determined  from 
the  program  as  outlined  to  us  that  there  was  no 
follow-up  on  these  children.  Defects,  if  dis- 
covered, had  no  method  of  follow-up  or  treat- 
ment included.  No  statistical  studies  were  being 
done  to  determine  if  the  program  was  in  fact 
helping  these  children  after  two  or  three  years. 

Some  comments  heard  from  the  less  politically 
astute  members  of  the  Board  included  the  fact 
that  if  the  money  appropriated  for  Operation 
Headstart  in  this  area  were  to  be  given  to  the 
individual  students,  they  would  be  able  to  at- 
tend the  most  expensive  private  kindergartens 
available  and  still  have  a little  left  over.  Some 
other  comments  were  that  if  this  money  were 
given  to  the  school  boards,  they  could  run  a 
kindergarten  program  for  the  students  for  an 
entire  school  year  instead  of  the  seven  weeks 
that  is  planned. 

Richard  O.  Flynn,  M.D.  President 
Maricopa  County  Medical  Society 
Appeared  originally  in  Vol.  11,  No.  7 ROUND-UP. 


A $15,000  grant  for  coronary  care  to  St. 
Joseph’s  Hospital  and  a $5,000  research  grant 
have  been  called  “the  two  most  important  ac- 
complishments” of  the  Maricopa  County  Heart 
Association  last  year. 

Dr.  f.  Daniel  Bullington,  1964-65  president . 
said,  “We  are  particularly  proud  of  the  grai  l 
St.  Joseph’s  Coronary  Care  Unit  for  tv  o 
sons:  the  unit  is  serving  as  a mode!  fo?  other 
hospitals  in  Phoenix  and  Arizona  and  is  one 
of  the  first  units  of  this  type  to  be  established 
in  the  United  States.” 

The  Unit,  said  Dr.  Bullington,  provides  24 
hour  electric  monitoring  for  acutely  ill  cardiac 


Doctor  Given  $5,000 
Hospital  Gets  $15,000  Grant 
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patients  and  enables  treatment  within  30  sec- 
onds after  detection  of  changes  in  heart  rate  or 
rhythm. 

The  research  grant  went  to  Dr.  Richard  Gil- 
lory,  Ph.D.,  associate  professor  of  biochemistry 
at  Arizona  State  University.  The  money,  to  be 
used  in  the  study  of  metabolism  of  cardiac  tis- 
sue, let  to  an  additional  three-year  grant  of 
$39,000  for  Dr.  Gillroy  from  the  American  Heart 
Association,  said  Dr.  Bullington. 

In  other  activities  the  county  association  also 
gave  $1,250  to  the  Maricopa  County  Health  De- 
partment’s diagnostic  clinic;  provided  700  rheu- 
matic fever  patients  with  penicillin;  screened 
900  seventh  grade  Tempe  students  for  heart  de- 
fects; and  expanded  its  training  program  in 
closed  chest  cardiopulmonary  resuscitation.  An 
estimated  3,200  “qualified  personnel,”  said  Dr. 
Bullington,  have  been  trained  in  this  life-saving 
technique. 

Also  last  year,  the  association  initiated  a vol- 
unteer corps  supported  by  the  American  Heart 
Association  grant  of  $6,580,  and  more  than  2,500 
service  hours  were  logged.  A second  year  grant 
of  $7,000  has  recently  been  approved  by  the 
American  Association. 

The  eighth  annual  Cardiac  Symposium,  spon- 
sored by  the  association,  attracted  a record  at- 
tendance of  441  from  23  states  and  two  foreign 
countries. 

The  Phoenix  Gazette 
July  12,  1965 


SUPPORT  THE  JOURNAL 
ADVERTISERS 


24-HOUR  AMBULANCE  SERVICE  • AL  4-4111 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Sehoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091 
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First  ArMA  Scholarships  Granted 


At  recent  Benevolent  and  Loan  Fund  Com- 
mittee meetings  three  scholarships  were  granted 
under  the  new  scholarship  program  inaugurated 
by  the  Association.  Each  grant  was  in  the  amount 
of  $500.00. 

Miss  Barbara  Ruth  Reed,  of  Phoenix,  received 
the  first  grant  made  under  this  program.  Miss 
Reed  is  attending  the  University  of  Colorado 
School  of  Medicine. 

Mr.  Roger  E.  Pecoraro,  who  will  be  attend- 
ing the  University  of  Washington  School  of 
Medicine  this  fall,  makes  his  home  in  Tucson. 

The  third  recipient,  Anthony  T.  Yeung,  also 


of  Tucson,  will  soon  be  entering  the  University 
of  New  Mexico  School  of  Medicine. 

A brochure  outlining  the  Association’s  scholar- 
ship program,  as  well  as  its  medical  student  loan 
program,  has  recently  been  prepared  and  dis- 
tributed to  the  universities  and  junior  colleges 
in  the  state. 

Copies  of  this  brochure,  which  explains  eligi- 
bility, requirements  and  purposes  of  the  two 
programs  are  available  at  the  Association’s  of- 
fice. The  mailing  address  is  Box  128,  Scottsdale, 
Arizona,  85252.  If  you  wish,  you  may  call  946- 
3428  and  they  will  be  glad  to  mail  copies  to  you. 


DOCTORS  BENDHEIM 
AND  NOON  APPOINTED 
TO  BOARD  OF 
MEDICAL  EXAMINERS 

Governor  Samuel  Goddard  has  announced  the 
appointments  of  Otto  L.  Bendheim,  M.D.,  Phoe- 
nix, and  Zenas  B.  Noon,  M.D.,  Nogales,  to  the 
Arizona  Board  of  Medical  Examiners. 

Dr.  Bendheim’s  appointment  is  for  a five-year 
term.  Dr.  Bendheim,  a psychiatrist  certified  by 
the  American  Board  of  Psychiatry  and  Neurol- 
ogy, pioneered  the  practice  of  psychiatry  in 
Maricopa  County  when  he  opened  his  office 
in  Phoenix,  in  1939.  He  made  a substantial  con- 
tribution to  the  care  of  the  mentally  ill  in  the 
community  when  he  purchased  a small  rest  home 


in  1954,  which  was  the  only  facility  for  the  care 
of  private  mental  patients  in  Arizona.  Now 
known  as  Camelback  Hospital,  it  has  provision 
for  89  in-patients,  operates  an  out-patient  de- 
partment, is  fully  accredited  by  the  Joint  Com- 
mission on  Hospital  Accreditation,  and  is  con- 
sidered one  of  the  outstanding  private  mental 
hospitals  in  the  Southwest. 

Dr.  Noon,  licensed  in  Arizona  since  1933, 
has  been  appointed  for  a three-year  term.  Dr 
Noon  has  served  as  President  of  the  Santa  Cruz 
County  Medical  Society  and  has  been  active-  on 
many  committees  of  the  Arizona  Medical  V so 
ciation.  In  1954  he  was  appointed  Chairman 
of  the  Industrial  Relations  committee.  In  addi- 
tion to  this  office,  he  has  served  on  the  Legisla- 
tive Committee,  Public  Relations  Board,  and 
the  Blue  Cross/Blue  Shield  Liaison  Committee. 
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Dr.  Beaton  Turns  Over  Gavel 


At  the  recent  AMA  Convention  held  in  New 
York,  Dr.  Beaton  turned  over  the  gavel  of  the 
Presidency  of  the  Aces  & Deuces  Club  to  James 
M.  Kolb,  Sr.,  M.D.,  of  Clarksville,  Arkansas. 
Joining  Dr.  Beaton  in  congratulating  Dr.  Kolb 
(left)  are  Dr.  Donovan  F.  Ward,  immediate 


Past  President  of  AMA,  and  Dr.  James  E.  Appel, 
current  President  of  AMA. 

The  Aces  & Deuces  Club  is  made  up  of 
delegates  from  those  State  Associations  who 
have  two  or  less  delegates  to  AMA. 


Gold  Headed  Cane  Memorial  Fund 


“The  Gold  Headed  Cane”,  a Phoenix  medical 
luncheon  club  has  inaugurated  a memorial  fund 
honoring  the  memory  of  late  Gold  Headed  Cane 
members. 

An  initial  $500.00  has  been  contributed  in  the 
memory  of  Fred  W.  Holmes,  M.D.,  Douglas  D. 


Gain,  M.D.,  and  Robert  H.  Snapp,  M.D. 

Future  money  will  be  obtained  through  an 
annual  contribution,  and  is  to  be  used  for  the 
annual  Gold  Headed  Cane  lecture,  or  as  a 
student  loan  fund. 


Medicine  In  the  Raw 


“Doctors  of  the  American  Frontier”  is  a lively 
chronicle  of  the  rough  and  tumble  days  of 
early  America  and  the  Old  West.  Richard  Dun- 
lop paints  a vivid  picture  of  pioneer  times  when 
medicine,  such  as  it  was,  could  barely  keep 
up  with  the  demands  of  frontier  harshness.  A 
man  would  die  from  a gunman’s  bullet,  or  a 
woman  from  an  ovarian  tumor,  were  it  not  for 
the  courage  and  daring  of  the  early  doctors  who 
rode  west  with  them. 

“Doctors  of  the  American  Frontier”  is  a com- 
prehensive study  of  pioneer  medicine.  It  in- 


cludes chapters  on  Dr.  Daniel  Drake,  the  great 
medical  geographer;  Dr.  Ephraim  McDowell, 
who  performed  the  first  surgery  for  ovarian 
tumor  in  medical  history  and  was  mobbed  for 
his  efforts;  Dr.  William  Beaumont,  the  great 
stomach  specialist;  Dr.  John  Evans,  the  founder 
of  Northwestern  University  and  the  first  territor- 
ial governor  of  Colorado,  and  Dr.  George  Good- 
fellow,  the  famous  gunshot  surgeon  of  Tomb- 
stone, Arizona. 

Richard  Dunlop  has  a B.S.  from  Northwestern 
University  and  did  graduate  work  at  the  North- 
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western  School  of  Journalism.  He  contributed 
to  numerous  literary  publications  before  becom- 
ing an  established  contributor  to  leading  mass- 
circulation  publications.  As  a free-lance  writer 
living  in  Chicago,  Illinois,  he  has  written  “The 
Mississippi  River"  and  “St.  Louis”  for  Double- 
days Know  Your  America  Program,  and  “Burma” 
for  Doubleday’s  Around  the  World  Program. 
“Doctors  of  the  American  Frontier  is  the  result 
of  many  years  of  research  in  a field  in  which 
the  author  has  specialized. 


STATEMENT  BY  THE  BOARD  OF  DIREC- 
TORS OF  THE  AMERICAN  CANCER  SO- 
CIETY ON  SENATE  BILL  596  TO  ESTAB- 
LISH REGIONAL  MEDICAL  COMPLEXES 
FOR  TRAINING,  RESEARCH  AND  DEM- 
ONSTRATIONS ON  PATIENT  CARE. 

The  American  Cancer  Society  has  always 
urged  more  intensive  efforts  to  save  lives  from 
cancer  by  laymen  and  by  physicians,  by  medi- 
cal organizations  and  by  government.  We  have 
annually  appealed  to  the  public  and  have  testi- 
fied before  the  Congress  on  the  need  for  funds. 
More  must  be  done  to  prevent,  to  detect,  and 
to  cure  cancer:  thousands  of  lives  are  lost  to 
cancer  unnecessarily  each  year. 

When  S-598  was  introduced  to  implement  the 
Report  of  the  President’s  Commission  on  Heart 
Disease,  Cancer  and  Stroke,  the  Senate  Sub 
committee  invited  the  American  Cancer  Society 
to  testify  and  our  President,  Murray  M.  Cope- 
land, M.D.,  presented  the  Society’s  position. 

He  indicated  that  if  a bill  is  to  be  enacted 
to  meet  the  needs  long  recognized,  then  a num- 
ber of  provisions  are  essential  for  the  protec- 
tion of  the  patient  and  the  paient-physician 
relationship. 

Among  these  are: 

The  measure  must  not  interfere  with  existing 
patterns,  methods,  or  financing  of  professional 
practices  of  patient  care.  No  federal  funds  should 
be  used  for  the  payment  of  the  cost  of  hospital, 
medical,  or  other  care  of  patients  except  inci- 
dental to  research,  training  or  demonstration. 

The  measure  should  be  limited  to  heart  dis- 
ease, cancer  and  stroke. 

We  recommend  that  at  least  six  of  the  mem- 
bers of  the  new  National  Advisory  Council  on 
Medical  Complexes  be  selected  by  the  Surgeon 
General  from  the  membership  of  the  Advisory 


Councils  of  the  National  Institutes  of  Health.  At 
least  half  of  the  Council  should  be  physicians 
who  are  engaged  in  patient  care  and  who  are 
outstanding  in  the  study,  diagnosis  or  treatment 
of  the  diseases  covered. 

Categorical  research  centers  should  be  in- 
cluded in  regional  arrangements. 

The  local  advisory  council  should  include  in 
the  application  for  its  grant  the  names  of  repre- 
sentatives of  state  and  county  medical  societies, 
medical  specialty  organizations,  and  voluntary 
health  agencies.  The  composition  of  the  local 
advisory  council  should  not  be  left  until  after 
the  grant  has  been  made. 

The  plan  can  only  succeed  if  it  has  the  under- 
standing and  support  of  the  physician. 

In  the  words  of  the  President’s  Report,  “Indi- 
vidual Freedom  is  the  cornerstone  of  health 
structure.”  And  to  the  American  Cancer  So- 
ciety this  individual  freedom  in  the  practice  of 
medicine  is  fundamental  to  assure  the  highest 
standards  of  patient  care  in  cancer  as  in  other 
diseases. 

The  Senate  in  its  proposed  bill  has  adopted 
a number  of  the  suggestions  made  by  the  Amer- 
ican Cancer  Society.  When  the  legislation  is 
presented  to  the  House,  the  American  Cancer 
Society  will  testify  again  to  obtain  acceptance 
of  its  other  proposals  in  any  legislation  that 
may  be  enacted. 

The  following  statement  by  Dr.  Copeland 
presents  the  American  Cancer  Society’s  position. 

Additional  Statement  on  Bill  S-596 
by 

Murray  M.  Copeland,  M.D.* 

After  discussion  with  the  Legislative  Commit- 
tee of  the  American  Cancer  Society,  I am  again 
expressing  the  general  support  of  the  objectives 
of  the  bill  in  intensifying  and  broadening  the 
attack  on  cancer.  This  support  is  based  upon 
the  experience  of  the  Society  in  research,  edu- 
cation and  service,  and  the  avowed  purpose  of 
the  bill  not  to  interfere  with  the  existing  pat- 
terns, methods  or  financing  of  professional  prac- 
tices of  patient  care.  We  would  be  opposed  to 
the  use  of  any  of  the  funds  for  the  payment  of 
the  cost  of  hospital,  medical,  or  other  care  of 
patients  except  incidental  to  research,  training 
or  demonstration,  and  we  believe  that  the  em- 
phasis on  the  private  institution  and  practitioner 
must  be  maintained  in  the  future. 
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We  support  the  provision  of  the  bill  requir- 
ing some  matching  funds  for  construction  grants 
as  consistent  with  the  established  practice  and 
the  experience  of  the  past,  and  to  insure  the 
support  and  participation  of  the  private  institu- 
tion and  practitioner. 

There  are  already  established  over  a thou- 
sand tumor  clinics  under  the  leadership  of  the 
American  College  of  Surgeons,  and  there  exists 
a wide  distribution  among  private  practitioners 
of  significant  and  modern  diagnosis  and  treat- 
ment in  the  cancer  field.  The  development  of 
the  program  envisioned  by  this  bill  must  be 
careful  to  utilize  these  existing  facilities  and  to 
enlist  their  cooperation  and  support,  because  as 
the  experience  of  the  American  Cancer  Society 
has  demonstrated,  progress  in  the  control  of 
cancer  can  only  be  accomplished  through  the 
cooperation  and  support  of  the  private  practi- 
tioner and  professional  societies.  Through  ex- 
perience and  history  we  have  learned  that  fast 
and  accurate  progress  in  the  control  of  a serious 
disease  can  best  be  accomplished  through  the 
concentration  of  effort  on  the  specific  disease 
alone  rather  than  through  the  “whole  man  ap- 
proach.” For  this  reason  we  recommend  that 
the  inclusion  of  “other  major  diseases”  in  the 
title  and  purposes  of  this  bill  be  deleted,  and 
that  the  entire  fund  and  administrative  energies 
concerned  now  be  concentrated  upon  heart 
disease,  cancer  and  stroke. 

The  bill  and  program  outlined  under  the 
recommendations  of  the  President’s  Commis- 
sion spring  from  the  ongoing  programs  in  the 
field  of  heart  disease,  cancer  and  stroke  so  well 
developed  by  the  National  Institutes  of  Health. 

Within  the  framework  of  its  councils  are  the 
men  best  qualified  by  experience,  knowledge 
and  training  to  advise  and  shape  the  extension 
of  the  program  into  the  fields  of  education  and 
patient  care  included  in  the  new  concept  of 
regional  complexes.  Most  of  the  specialists  con- 
sulted have  indicated  that  this  new  program 
should  rely  heavily  on  the  existing  councils.  We 
join  in  this  opinion  and  recommend  that  at  least 
six  of  the  members  of  the  new  National  Ad- 
visory Council  on  Medical  Complexes  be  select- 
ed by  the  Surgeon  General  from  the  member- 
ship of  the  Advisory  Councils  of  the  National 
Institutes  of  Health.  It  is  recommended  that 
two  each  be  selected  from  the  Cancer  Advisory 


Council,  the  Heart  Advisory  Council,  and  the 
Council  on  Neurological  Diseases  and  Blind- 
ness, with  knowledge  in  the  field  of  stroke.  In 
this  connection  we  would  like  to  re-emphasize 
the  position  of  the  American  Cancer  Society 
that  the  program  of  the  National  Cancer  Insti- 
tute is,  and  will  continue  to  be,  of  vital  im- 
portance, and  the  support  for  that  program 
must  be  enlarged. 

We  believe  the  committee  should  recognize 
that  specialized  institutions,  referred  to  in  this 
bill  as  Categorical  Research  Centers,  now  in 
existence  are  performing  much  of  the  program 
which  is  envisioned  in  this  bill  and  in  the  cancer 
field  have  been  the  source  of  much  of  the 
strength  of  the  present  progress  against  cancer. 
We  recommend,  therefore,  that  in  the  language 
of  the  bill  it  be  made  clear  that  they  can  furnish 
essential  planning  and  administrative  leadership 
in  Regional  Complexes,  and  that  training  of 
manpower  which  is  particularly  necessary  for 
the  successful  functioning  of  the  proposed  com- 
plexes. There  do  exist  areas  in  which  such  man- 
power can  best  be  planned  for  through  teaching 
institutions  not  directly  affiliated  with  medical 
schools.  For  this  reason  we  recommend  that 
the  definitions  of  the  bill  be  broadened  to  make 
this  concept  clear  by  amending  Section  902(b) 
defining  medical  centers  to  read  as  follows: 
“(b)  The  term  medical  center’  means  a 
medical  school  or  a specialized  institution 
for  post-graduate  medical  training  and  one 
or  more  hospitals  affiliated  therewith  for 
teaching,  research,  and  demonstration  pur- 
poses.” 

We  also  feel  that  the  local  Advisory  Council 
envisioned  by  the  bill  as  a part  of  the  planning 
and  functioning  of  the  Medical  Complex  is  vital- 
ly important  and  its  membership  should  be  in- 
cluded in  the  application  for  its  grant,  and 
not  be  left  to  future  creation  after  the  grant. 
We  also  feel  that  the  language  of  the  bill  in 
Section  903,  Subsection  (b)  (4)  should  include 
representatives  of  voluntary  health  agencies  and 
professional  societies  which  will  be  vitally  con- 
cerned in  the  planning  and  carrying  out  of  the 
program,  as  well  as  representatives  of  organiza- 
tions and  institutions  and  members  of  the 
public. 

“Extract  from  the  Report  of  the  Subcommitee  on  Health  of 
the  Senate  Committee  on  Labor  and  Public  Welfare  containing 
testimony  and  this  additional  statement  (Pages  92-94  of  the 
report),  which  was  presented  to  the  Committee  in  February, 
1965. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  Pabalate— when.  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  With  hydrocortisone. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm„  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


[A l\IO  GET  BLUE  CROSS/BLUE  SHIELD] 


Now  is  the  time  □ Change  to  Blue  Cross/ 
Blue  Shield  if  your  group’s  health  care 
program  doesn't  provide  you  with  (1)  Semi- 
private room  paid  in  full;  (2)  full  coverage 
for  important  hospital  services  such  as  the 
operating  room,  drugs,  oxygen;  (3)  coverage 
for  pre-existing  conditions;  (4)  full  coverage 
for  surgery;  (5)  provisions  for  physician  con- 
sultation; and  (6)  allowance  for  an  assistant 
surgeon.  □ Blue  Cross/ Blue  Shield  can 


provide  you  with  practically  any  kind  of 
health  care  program  your  group  wants  and 
needs.  Health  care  is  our  only  business.  We 
are  specialists  in  the  field.  □ Let  our  Sales 
Specialists  compare  your  present  program 
with  Blue  Cross/ Blue  Shield's  plan  for  you. 
Reach  for  the  phone  now ...  the  number  is 
277-4451,  or  write  us,  Box  13466,  Phoenix. 

Once  you  get  the  facts,  you'll  get  BC/BS 
. . . and  that's  a fact! 


Blue  cross 

blue  Shield 

FLAGSTAFF  / PHOENIX  / TUCSON 


FOR  YOUR  INFORMATION:  This  advertisement  is  running  in  Arizona  consumer  papers  currently. 
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INITIAL  EMERGENCY  CARE  AND 
TRANSPORTATION  OF  THE  SICK 
AND  INJURED 


sponsored  by 

American  Academy  of  Orthopaedic  Surgeons 


[September  29,  30  - October  1 & 2,  1965j 

Memorial  Coliseum 
Portland,  Oregon 


TENTH  CONGRESS  OF  THE 
PAN-PACIFIC  SURGICAL  ASSN. 


Part  I — September  20-28,  1966 

Honolulu,  Hawaii 


Part  il  — September  28  to  Oct.  10,  1966 
Japan  & Hong  Kong 


& 


Part  III  - Sept.  28  to  Nov.  1,  1966 

Japan,  Hong  Kong,  Philippines, 


Thailand,  India,  Singapore  and  $ 

New  Zealand  ^ 
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A full  complement  of 

highly  trained  registered  nurses 
helps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
one  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  St' 
AMherst  4 • 
PHOENIX,  ARIZ 

ARIZONA-  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHI 

A Non-Profit  Corpor 


L 


ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIA 


’ Directory 


Physicians 

ArMA 


DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Came-lback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 
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Physicians’  Directory 


Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


This  Space 
Available  for 
Professional  Card 
Listing 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 
622  N.  Wells  Fargo 
Scottsdale,  Arizona 
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Classified 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


* DRUG  STORES 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 


PHYSICIANS  WANTED.  Positions  available  July 
1,  1964  for  well  qualified,  general  physicians  at 
the  Arizona  State  Hospital,  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000,00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona.  An  equal  opportunity  employer. 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  Marcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


WANTED:  Licensed  Physician  for  evening  and 
weekend  coverage  within  100  miles  of  Phoenix. 
Salary:  $75.00  per  evening.  Reply:  Box  64-9, 
P.O.  Box  128,  Scottsdale,  Arizona. 


FOR  SALE:  SEDONA-OAK  CREEK  AREA:  Unex- 
celled scenic  building  lot,  1.4  acres.  Oak  Creek 
frontage.  360-degree  view.  Corral  available  on 
development.  TERMS.  Contact:  K.  H.  Benson, 
M.D.,  Box  219,  Sedona,  Arizona.  Tel.  282-3661. 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


SITUATION  WANTED:  Board  Certified  General 
Surgeon;  age  39  years;  married  with  family; 
licensed  in  Arizona;  FACS:  desires  association 
with  group  or  individual  in  practice  of  surgery. 
No  objection  to  limited  general  practice.  Avail- 
able for  personal  interview  for  mutual  evaluation. 
Reply  Box  64-3,  P.  O.  Box  128,  Scottsdale,  Ariz. 


TUCSON,  ARIZONA,  LARGE  THRIVING  GENERAL 
PRACTICE  FOR  SALE.  Fully  equipped  office  and 
laboratory  — no  X-ray,  7 treatment  rooms,  re- 
frigerated air  conditioning.  NO  INVESTMENT. 
Buy  practice  and  equipment  from  earnings.  Will 
introduce. 

Contact:  M.  M.  Mandel,  M.D. 

5667  E.  22nd  Street 
Tucson,  Arizona  298-3383 
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SITUATION  WANTED:  Phoenix  Physician  consider- 
ing gradual  retirement.  Wishes  interesting  indus- 
trial, insurance  or  administrative  opportunity. 
Wish  to  avoid  "Medicare."  Prefer  5 day  week. 
Health  good.  Extensive  knowledge  of  local  hos- 
pitals and  medical  practitioners.  Reply:  Box  65-1, 
P.  O.  Box  128,  Scottsdale,  Arizona. 


LIKE  THE  OCEAN?  i cannot  take  vacation  days 
more  than  once  in  five  or  six  weeks;  in  between 
a new  and  beautiful  32'  Chris  Craft  Constellation 
twin  screw  cruiser  lies  idle  in  the  Yacht  Club 
Harbor  of  San  Carlos  (Guaymas,  Mexico).  The 
Franny  II  is  fully  equipped  — sleeps  six  inside; 
has  12  and  110  V.  electric  refrigerator,  radio- 
telephone, recording  depth  finder,  dinghy  and 
all  necessary  gear  for  extended  cruising  and  fish- 
ing in  the  Gulf.  I am  looking  for  partners. 
Contact:  Carl  Breitner,  M.D.  — Phone  254-6597 


Opportunity  open  for  General  Practitioner  in  St. 
Johns,  Arizona,  County  Seat  of  Apache  County, 
with  at  least  3000  in  trade  area.  Large,  fully 
equipped,  office  facilities,  plux  X-ray,  laboratory 
and  emergency  rooms.  Results  of  Sears  Founda- 
tion Economic  Survey  available.  Contact: 

Mrs.  M.  W.  Heap,  Secretary 
Medical  Services  Committee 
Box  296 

St.  Johns,  Arizona  - 337-4311  or  337-4520 


Ophthalmologist,  Board  Eligible  with  subspecialty 
Otolaryngology  desires  relocation.  Association  or 
solo  practice,  experienced  surgeon.  Prefer  city 
30,000  or  less.  Reply:  Box  64-10,  Arizona  Medi- 
cine, P.  O.  Box  128,  Scottsdale,  Arizona. 
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Special  Cancel1  $Mue 
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Iron  deficie 
is  effective^ 
with  Zentinic® 


O.C.  MEDICAL  CENTER  LJBR I 

OCT  20  1965 

.San  Francisco  22, 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth,  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


Zentinic* 

Multifactor  Hematinic  with  Vitamins 


£3* 


IBill 
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■ 
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<2EO  BSP  DISPOSABLE  SYRINGE  — ONE  20  GAUGE  1 
ONE  75  ML  SIZE  BSP,^  AMPULE  (SO  mg  p 
VERILE  5%  AQUEOUS  SOLUTION  — FOR  INTRAVENOUS 


IECTION  ONLY 


lit  One  7.5  ml.  Size 

TULPHALEIN®  DISPOSABLE  UNIT 

D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U S P. 


Uc  ReogoiM  For  Professional  Use  Only  - Directions  For  Uae  Enclose 

HTNSON,  WESTCOn  & OUNNING.  INC  . Baltimoie.  Maryland  21201 


PAT.  APPLJE  | | 

Ik.-  it 


iH 


BSP  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 


Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

< BSPOI  ) 

BALTIMORE,  MARYLAND  21201 


FREE  BOOKLETS  TELL  YOU  HOW 


First  National  Bank’s 


Trust  Services 
can  Strengthen 
your  Estate  Planning 

“Executor  and  Trustee”  booklet 

• Will  help  you  answer  your  questions 
in  connection  with  choosing  an 
executor  and  trustee  of  your  estate. 


“Living  Trusts”  booklet 

• Describes  the  many  advantages  of 
various  kinds  of  living  trusts. 


“Trustee  Under  Will”  booklet 

• Tells  how  trust  funds  can  serve  you 
and  your  estate  during  your  lifetime. 
Also  shows  how  you  may  enjoy 
substantia'  tax  savings. 


Available  free  at 
any  office  of 
First  National 
Bank  or, 
if  you  prefer, 
mail  the 
coupon  below. 


NATIONAL 

BANK 

OF  ARIZONA 

MEMBER  F.D.I.C. 


Trust  Department  AM  n*64 
First  National  Bank  of  Arizona 
411  North  Central  Avenue 
Phoenix,  Arizona  85004 

Please  send  me  your  booklet  on:  □ Living  Trusts 
□ Trustee  Under  Will  □ Executor  and  Trustee 

Name 

Address 

City State 


Hygroton® 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygrotorr 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 


reduce 

the 

risk 


with  NegGram,  a specific 
urinary  antibacterial. 


NegGram  clears  most  gram- 
negative urinary  tract  infections 
with  a minimum  of  side  effects: 
No  funga!  overgrowth  • no 
crystalluria  • no  ototoxicity  • no 
nephrotoxicity * no  significant 
hematologic  or  hepatic 
disturbances.  NegGram  is  so  well 
tolerated  that  it  can  even  be 
given  to  patients  who  suffer  from 
moderate  renal  impairment. 
Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelonephri- 
tis, prostatitis,  urethritis?  Start 
first  with  NegGram... “a  good 
‘starting’  drug.”1  NegGram 
“...treatment  may  be  first  choice 
in  potentially  curable  gram  nega- 
tive bacterial  urinary  infections.”2 

*of  a total  of  1049  patients  treated  (Cooperative  Study, 

Department  of  Medical  Research,  Winthrop  Lab.) 


treat  the  source 
with  optimal  dosage 


NegGram 

Brand  of 

nalidixic  acid 


® 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram.  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1 ,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1 ,000. 

References:  (1)  Carroll,  G.:  Urologists’  Letter  Club,  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 


W/nfhrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demt3  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN., 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


•U.S.  Pats.  2.628,185  and  2,907,768 


Doctor  ...You  do  Know  the  Importance  of 
Guaranteed  Insurability! 

Give  the  children  a gift  that 

GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 

PLUS 
$1,000 
INSURANCE 
PROTECTION 
FOR  ONE  $50 
PAYMENT 


HBA'S  DESIGNOLIFE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  O to  15  Vi  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  One  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Whether  a parent  or  grandparent— the 
children  will  thank  you  for  giving  them  this  gift! 


Send  for  / V \/  \ free  folder 

THElHBAiLIFE 

INSURANCE  COMPANY 

Phone  258-4885 


■ The  HBA  Life  Insurance  Company 
' P.O.  Box  1272,  Phoenix,  Arizona  85001 
ji  Please  send  folder  on  Designolife  Youth  Estate! 

i Name  


I 


Address 
City  


TUCSON  MA  3-9421 


State  

MESA  WO  4-5668 
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When  doctors  talk  to  doctors... 


“Multivitamin  formulas? — well  there’s  Stuart 
Formula  and  — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less." 


“Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid — my  kids  take  it  every  day." 


“Why,  I can’t  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors." 


“Where  can  you  get  a decent  liquid  multivitamin 
that’s  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don’t  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


Give  them  any  sample  you’ve  got,  but  first 
check  to  see  if  we  have  any  Stuart  Formula.” 


"The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


“Why  don’t  you  try  prescribing  a physician’s 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won’t  need  all 
that  door-to-door  food-fad  nonsense.” 


“Take  him  off  the  yogurt!  Put  him  on  Stuart 
Formula — you  can  be  sure  it’s  complete." 


'Jl'Stuart 

formula0 

Multivitamin- Mineral  Maintenance  Therapy 

prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 
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new 

Measurin' 

the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


_ _ new 

Measurin 

(timed-release  aspirin) 

the  first 
8“hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night... and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


FIG.  1 


MEAN  STIFFNESS/ DISCOMFORT  INDEX 


FIG.  3 MEAN  PAIN  INDEX 


Morning 

Stiffness 


Over  30%  reduction  in 
mean  stiffness  index 


Nighttime 

Discomfort 


Over  33%  reduction  in 
mean  discomfort  index 


FIG.  2 


NO.  OF  TIMES  AWAKE 


Average 
Number  of 
Times 
Awakened 


Over  47%  fewer 
awakenings 


2.5 
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1.5 
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On  arising 


Morning 


Afternoon 


Evening 


MEASURIN  20  g r.  q.  8 h. 
(60  gr./day) 


20  gr.  Aspirin  q.  8 h. 
(60  gr./day) 


12  gr.  Aspirin  q.  4 h. 

(60  gr./day— 

no  middle-of-night  dose) 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  —the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 

Measurin.  *C//n/ca/  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 


The  unique  mechanism 
of  new  Measurin  . . . 

One  20-grain  dose 

Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6,000 
microscopic  reservoirs  of  aspirin. 

(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

Tis3 

the  remainder . . . 
controlled  by  this  new 
principle  of  action: 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rate  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin' 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficulty,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


TUBERCULIN, TIIMETEST 


(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  under  physician  supervision 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9635-5 
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MARICOPA:  Richard  O.  Flynn,  M.D.,  President,  2210  S.  Mill 
Ave.,  Tempe;  David  R.  Long,  M.D.  Secretary,  550  W. 

Thomas  Road,  Phoenix. 

(Society  Office  — 2025  North  Central  Avenue,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 

Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO:  Robert  J.  Haley,  III,  M.D.,  President,  P.O.  Box  937, 
Holbrook;  Harry  S.  Beckwith,  M.D.,  Secretary,  Santa  Fe 
Emergency  Hospital,  Winslow. 

PIMA:  Juan  E.  Fonseca,  M.D.,  President,  601  N.  Wilmont  Rd., 
Tucson,  Elliott  E.  Steams,  Jr.,  M.D.,  Secretary,  2442  E. 
Elm  St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  James  H.  Boyd,  M.D.,  President,  291  West  Wilson 
Avenue,  Coolidge;  William  J.  Clemans,  III,  M.D.,  Secre- 
tary, 1616  Main  Street,  Florence. 

SANTA  CRUZ:  Deward  G.  Moody,  M.D.,  President,  711  Morley 
Avenue,  Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler 
Building,  Nogales. 

YAVAPAI:  W.  David  Rummel,  Jr.,  M.D.,  President,  114  North 
Montezuma,  Prescott;  William  R.  Shepard,  M.D.,  506  West 
Gurley  Street,  Prescott. 

YUMA:  A.  J.  Ochsner  II,  M.D.,  President,  630  E.  26th  Place, 
Yuma;  Charles  R.  McReynolds,  M.D.,  Secretary,  2232  - 17th 
Place,  Yuma. 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1965  - 1966 

President  Mrs.  Hubert  Estes  (Mickie) 

Route  2,  Box  741-B,  Tucson,  Arizona 

President-Elect  Mrs.  Robert  G.  Delph  (Grace) 

2019  North  Crescent  Drive,  Flagstaff,  Arizona 

1st  Vice  President  Mrs.  Elvie  B.  Jolley  (Mila) 

Box  919,  Bisbee,  Arizona 

2nd  Vice  President  Mrs.  Richard  Dexter  (Bobbe) 

6842  East  Tawa,  Tucson,  Arizona 

Treasurer Mrs.  Seymour  Shapiro  (Arline) 

5433  East  8th  Street,  Tucson,  Arizona 

Recording  Secretary  Mrs.  Charles  Matheus  (Marilyn) 

2148  East  25th  Street,  Yuma,  Arizona 

Corresponding  Secretary  Mrs.  Keith  Treptow  (Pat) 

6940  E.  Acoma  Place,  Tucson,  Arizona 

Director  Mrs.  Richard  B.  Johns  (Ruth) 

508  West  Rose  Lane,,  Phoenix,  Arizona 

Director  Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President Dr.  Carlos  Tapia  Tellez,  Esq. 

Boulevard  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

President-elect  Dr.  L.  Maxwell  Lockie 

130  Morris  Avenue,  Buffalo  14,  New  York 

Vice  President Dr.  Alfonso  Topete  Duran 

Guadalajara,  Jalisco,  Mexico 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  North  Tucson  Boulevard,  Tucson,  Arizona 

Secretary  for  Mexico  Dr.  Felix  Michel 

Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  A.  Vemetti 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzales  Murguia 

Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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ArMA  REPORTS 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

Meeting  of  the  Scientific  Assembly  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Sunday,  August 
8,  1965,  in  the  French  Quarter  of  the  Safari  Hotel,  4611 
North  Scottsdale  Road,  Scottsdale,  Arizona,  convened  at 
10:40  a.m.,  John  S.  Carlson,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Carlson,  John  S.,  Chairman;  Currin,  John  F.; 
Dysterheft,  Arnold  H.,  Vice  President;  Gordon,  Alan  L.; 
Henderson,  Charles  E.,  Secretary;  Jarrett,  Paul  R.,  Presi- 
dent-Elect; Moody,  Deward  G.;  Phillips,  Melvin  W.; 
Sattenspiel,  Edward. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 

GUEST: 

Mr.  Boykin,  Paul  R.,  Executive  Secretary,  Board  of 
Medical  Examiners  — State  of  Arizona. 

EXCUSED: 

Drs.  Bregman,  Edward  H.;  Derickson,  Philip  G.; 
Gregory,  T.  Richard;  Jackson,  Jr.,  Ralph  A.;  Knight, 
Frederick  W.;  McMoran,  Charles  W.;  Nelson,  Arthur 
R.;  O’Hare,  James  E.,  President;  Zeluff,  Reginald  J.  M. 

MINUTES 

On  motion  regularly  made  and  unanimously  carried 
the  minutes  of  the  Scientific  Assembly  Committee  held 
October  25,  1964  were  approved  as  printed  and  circulat- 
ed among  the  members. 

ORGANIZATION 

Assistant  Chairman 

Edward  Sattenspiel,  M.D.  (Phoenix),  accepted  appoint- 
ment as  Assistant  Chairman. 

Secretary 

Charles  E.  Henderson,  M.D.  (Phoenix),  accepted 
appointment  as  Secretary. 

Robert  P.  Mason,  M.D. 

Letter  of  resignation  was  submitted  and  accepted. 

It  was  moved  and  unanimously  carried  that  Warren 
Bennett,  M.D.,  be  recommended  appointed  to  fill  the 
vacancy. 

ANNUAL  MEETINGS 

The  Annual  Meeting  of  this  Association  has  been 
scheduled  and  approved  for  the  year  1966: 

75th  — Safari  Hotel  — Scottsdale  — April  27-30, 
1966  (Confirmed) 

It  was  moved  and  unanimously  carried  that  we  depart 
from  past  procedure  of  alternating  between  Tucson  and 
Phoenix  and  that  future  meetings  be  held  in  the  Phoenix 
area. 

It  was  moved  and  unanimously  carried  that  this  Com- 
mittee recommend  to  the  Board  of  Directors  that  the 
76th  Annual  Meeting  be  held  April  26  thru  29,  1967 
at  Del  Webb’s  TownePIouse  and  that  the  77th  Annual 
Meeting  be  held  April  24  thru  27,  1968  in  the  Phoenix 
area,  with  a tentative  hotel  choice  being  Del  Webb’s 
TowneHouse. 

75ih  ANNUAL  MEETING 
ARRANGEMENTS 

It  was  moved  and  unanimously  carried  that  the  fol- 
lowing activities  be  scheduled  as  listed  below. 

Board  of  Directors  Meeting 
Tuesday,  April  26,  1966  — 6:00  p.m. 


House  of  Delegates  Meeting 

First  Session  — Wednesday,  April  27,  1966  — 9:00 
a.m.  (General  Session  10:00  a.m.). 

Second  Session  — Saturday,  April  30,  1966  — 8:00  a.m. 
ArMA  Reference  Committee  Meetings 

Articles  of  Incorporation  and  Bylaws  — Wednesday, 
April  27,  1966  - 1:30  p.m. 

Resolutions  — Wednesday,  April  27,  1966  2:00  p.m. 
Blue  Shield  Corporation  Meetings 

First  Session  — Wednesday,  April  27,  1966—11:00  a.m. 

Second  Session  — Saturday,  April  30,  1966—10:30  a.m. 
Blue  Shield  Reference  Committee  Meeting 

Wednesday,  April  27,  1966  — 4:00  p.m. 

Wednesday  Evening  — April  27,  1966 

It  was  determined  that  this  evening’s  social  function 
would  be  a “western  theme”  utilizing  a “Chuck  Wagon” 
dinner  atmosphere.  The  specified  dress  for  the  occasion 
would  be  “western”  or  informal.  The  reception  would 
be  at  7:00  p.m.  with  dinner  being  served  at  8:00  p.m. 
It  was  suggested  that  a western  band  be  employed  for 
the  occasion  and  that  contract  be  made  with  a square 
dance  club  for  a square  dance  demonstration,  possibly 
followed  by  square  dancing  for  all  those  interested. 

Exhibitors  would  be  issued  complimentary  tickets  to 
this  affair.  The  registration  fee  would  include  admission 
to  this  function. 

Thursday  Evening  — April  28,  1966 

It  was  determined  that  the  Committee  would  recom- 
mend to  the  Board  of  Directors  that  the  usual  “Presi- 
dent’s Dinner  Dance”  be  changed  this  year  to  the 
“President’s  Banquet.”  The  banquet  to  be  scheduled  for 
7:30  p.m.,  not  to  be  preceded  by  formal  reception  hour, 
although  pay  bars  would  be  available  in  the  banquet 
hall.  A top  notch  speaker  would  be  obtained  for  this 
function.  While  dinner  music  is  to  be  provided,  the 
banquet  would  not  be  followed  by  dancing.  The  regis- 
tration fee  would  include  admission  to  the  function. 
Wine  to  be  served  at  dinner. 

It  was  suggested  that  the  various  alumni  associations 
may  wish  to  schedule  individual  cocktail  parties  between 
5:30  and  7:30  p.m.,  preceding  the  President’s  banquet 
and  that  such  associations  be  notified  that  this  would  be 
the  most  appropriate  time  for  such  functions. 

Friday  Evening  — April  29,  1966 

It  was  determined  that  this  evening  would  be  set 
aside  for  the  Specialty  Groups,  Alumni  Groups  and  the 
ArMPAC  Annual  Dinner,  should  these  groups  choose  to 
schedule  events  at  this  time. 

Annual  Golf  Tournament 

Reginald  J.  M.  Zeluff,  M.D.,  was  appointed  Chairman 
for  the  Annual  Golf  Tournament.  Committee  members 
to  be  appointed  by  the  Chairman.  The  tournament  to 
be  held  Wednesday,  April  27th,  with  time  and  place 
to  be  determined  by  the  Committee.  It  was  reaffirmed 
that  financial  contribution  toward  the  tournament  would 
not  be  made. 

Annual  Bowling  Tournament 

Roy  O.  Young,  M.D.,  was  appointed  Chairman  for  the 
Annual  Bowling  Tournament.  Committee  members  to  be 
appointed  by  the  Chairman.  The  tournament  to  be  held 
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at  3:00  p.m.  Location  to  be  determined  by  the  Com- 
mittee. It  was  reaffirmed  that  financial  contribution  to- 
ward the  tournament  would  not  be  made.  This  tourna- 
ment is  to  be  held  on  Wednesday,  April  27th. 

Annual  Meeting  Survey  Reports 

The  recently  completed  national  survey  on  annual 
meeting  problems,  a copy  of  which  is  on  file,  was  read 
and  discussed. 

Registration  Exemptions 

It  was  regularly  moved  and  unanimously  carried  that 
registration  fee  exemptions  be  extended  to  the  following: 

Interns,  Residents,  Registered  Nurses,  Members  of 
Woman’s  Auxiliary,  Exhibitor  Representatives,  Press 
(Selected),  Scientific  Exhibitors,  Guest  Orators. 

It  was  also  determined  that  if  the  above  individuals 
so  choose,  they  may  purchase  tickets  to  the  Wednesday 
night  affair  for  $5.00  per  person  and  to  the  Thursday 
night  affair  for  $7.50  per  person. 

Newcomer  Program 

It  was  determined  that  the  “Newcomer  Program,”  as 
inaugurated  at  last  year’s  meeting,  was  very  successful 
and  that  it  should  be  continued  during  the  forthcoming 
meeting. 

Registration  Fee 

Much  discussion  ensued  on  the  matter  of  the  regis- 
tration fee  and  what  would  be  included  for  that  fee. 

It  was  regularly  moved  and  unanimously  carried  that 
the  registration  fee  for  the  75th  Annual  Meeting  be  set 
at  $25.00  per  person  and  that  this  would  include  admis- 
sion to  the  Wednesday  evening  social  function  and  to 
the  President’s  Banquet,  scheduled  for  Thursday  evening. 
1965  Registration  Report 

The  attendance  report  for  the  1965  Annual  Meeting 
was  presented  and  reviewed  by  the  Committee.  It  was 
noted  that  great  emphasis  should  be  placed  on  stimulat- 
ing attendance  particularly  from  Maricopa  and  Pima 
Counties. 

Scientific  Exhibits 

Limitation  of  the  size  of  booths  provided  to  scientific 
exhibitors  was  discussed.  It  was  regularly  moved  and 
unanimously  carried  that  the  size  of  booths  offered  to 
scientific  exhibitors  be  limited  to  the  same  size  as  that 
offered  to  commercial  exhibitors  (5’  x 8’). 

Communication  from  the  Lovelace  Clinic,  Albuquer- 
que, New  Mexico,  requesting  permission  to  exhibit  at 
next  year’s  meeting  was  read.  It  was  regularly  moved 
and  unanimously  carried  that  this  group  be  invited  to 
exhibit  following  the  normal  application  procedure. 

Discussion  on  continuance  of  the  Mead  Johnson 
Award  program  was  followed  by  the  decision  to  con- 
tinue this  program  for  the  75th  Annual  Meeting. 

Technical  Exhibits 

Limitation  of  the  size  of  booths  provided  to  technical 
exhibitors  was  discussed.  It  was  regularly  moved  and 
unanimously  carried  that  the  size  of  booths  offered  to 
technical  exhibitors  be  limited  to  the  same  size  as  that 
offered  to  commercial  exhibitors  (5’  x 8’). 

Considerable  discussion  was  held  on  the  subject  of 
a booth  featuring  the  new  “Territorial  Medicine”  book 
which  should  be  ready  for  the  meeting.  This  exhibit 
booth  could  be  developed  around  historical  items  relat- 
ing to  Arizona  Medicine. 


Commercial  Exhibits 

Following  review  of  the  national  Annual  Meeting 
Survey  and  discussing  local  practices,  it  was  regularly 
moved  and  unanimously  carried  that  the  fee  to  be 
charged  for  commercial  exhibits  be  set  at  $200.00  for 
each  booth. 

The  matter  of  attendance  awards  for  visiting  exhibits 
was  discussed  at  considerable  length.  It  was  determined 
that  we  would  have  such  a program  at  the  coming 
meeting.  Cards  will  be  issued  at  the  time  of  registration. 
These  cards  will  have  space  for  the  doctors  to  obtain 
signatures  of  the  various  exhibitors.  Those  doctors  ob- 
taining the  most  signatures  will  be  eligible  for  a prize. 
The  prizes  are  to  be  obtained  as  donations  from  the 
drug  stores  in  Arizona.  Proper  notice  is  to  appear  in 
the  printed  program  acknowledging  these  donations. 

Intermissions  for  the  purpose  of  visiting  the  exhibits 
was  discussed  at  length  and  it  was  determined  two 
intermissions,  half  hour  in  length,  would  be  held;  one 
in  the  morning  and  one  in  the  afternoon. 

Discussion  of  limiting  the  type  of  businesses  to  be 
invited  to  exhibit  was  had.  It  was  determined  that  as 
applications  are  received  determinations  would  be  made 
on  individual  merits  of  each  firm.  It  was  also  strongly 
suggested  that  exhibitors  be  advised  that  they  are  NOT 
to  engage  in  active  selling. 

It  was  regularly  moved  and  unanimously  carried  that 
the  exhibitors  would  be  invited  to  be  guests  of  the 
Association  at  the  Wednesday  evening  social  function. 

Following  discussion  of  the  A.  H.  Robins’  Community 
Service  Award  Program,  it  was  determined  that  this 
program  would  be  continued.  The  presentation  of  this 
award  is  to  be  made  at  the  President’s  Banquet  on 
Thursday  evening. 

The  matter  of  having  the  commercial  exhibits  manned 
during  the  entire  meeting  was  discussed.  It  was  reg- 
ularly moved  and  unanimously  carried  that  the  booths 
would  be  closed  as  of  5:30  p.m.  on  Friday,  April  29, 
1966. 

A.A.G.P.  — Category  I Credit 

It  was  regularly  moved  and  unanimously  carried  that 
A.A.G.P.  Category  I Credit  would  be  applied  for.  Dr. 
John  Carlson  indicated  that  he  would  take  care  of  the 
details  of  this  matter. 

Specialty  Groups 

It  was  regularly  moved  and  unanimously  carried  that 
the  Guest  Orator  Assessment  of  $150.00  for  use  of  guest 
orators  at  specialty  luncheons  be  continued. 

It  was  recommended  that  Specialty  Groups  be  advised 
that  they  could  schedule  their  meetings  at  the  following 
times: 

Noon  — Thursday  — April  28,  1966 

Noon  — Wednesday  — April  27,  1966 

Noon  — Friday  — April  29,  1966 

Evening  — Friday  — April  29,  1966 

Noon  — Saturday  — April  30,  1966 

Woman’s  Auxiliary 

It  was  recommended  that  the  Woman’s  Auxiliary  be 
provided  space  for  their  art  and  hobby  exhibit  and,  if 
at  all  possible,  this  exhibit  should  be  in  close  proximity 
to  the  other  exhibit  areas.  It  was  also  determined  that 
a security  guard  be  obtained  for  the  protection  of  this 
exhibit. 
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Scientific  Section 

Theme:  The  theme  of  the  75th  Annual  Meeting  was 
set  as  “The  Diamond  Jubilee  Meeting  of  the  Arizona 
Medical  Association.” 

The  Merck,  Sharp  & Dohme  postgraduate  film-panel 
program  was  presented  and  discussed.  It  was  regularly 
moved  and  unanimously  carried  that  we  integrate  this 
proposal  in  our  program  planning. 

Much  discussion  ensued  on  the  need  of  obtaining  top 
rate  speakers  for  the  scientific  sessions.  Many  names 
were  suggested  to  the  Chairman  for  consideration  and 
possible  contact.  It  was  suggested  that  the  various 
specialty  groups  be  contacted  for  their  recommendations 
on  appropriate  speakers. 

Promotional  Programs 

Various  promotional  programs  were  discussed  includ- 
ing asking  Julian  DeVries  to  prepare  a “Sunday  Supple- 
ment” type  presentation  to  be  run  prior  to  the  meeting. 

It  was  recommended  that  if  cost  was  not  a problem, 
that  we  repeat  the  mailing  of  the  completed  program 
as  we  did  last  year. 

Communications 

Received  a letter  of  appreciation  from  M.  R.  Clausen, 
Director  of  Department  of  Health,  Physical  Education, 
Recreation  and  Athletics  of  the  University  of  Arizona, 
expressing  thanks  for  being  included  in  the  74th  Annual 
Meeting.  Said  letter  was  read  and  accepted. 
MEETING  ADJOURNED  AT  4:05  P.M. 

Charles  E.  Henderson,  M.D. 
Secretary 

PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  July  25,  1965, 
in  the  French  Quarter  of  the  Safari  Hotel,  4611  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:30 
a.m.,  Jack  E.  Brooks,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Brooks,  Jack  E.,  Chairman;  Frissell,  Ben  P.; 
Gregory,  T.  Richard;  Hamer,  Jesse  D.;  Henderson, 
Charles  E.,  Secretary;  Jarrett,  Paul  B.,  President-Elect; 
Kohl,  Jr.,  Harold  W.;  Landeen,  Fred  H.;  Payne,  Wil- 
liam G. 

STAFF: 

Carpenter,  Robert,  Executive  Secretary;  Robinson, 
Bruce  E.,  Assistant  Executive  Secretary. 

GUEST: 

Dr.  Moore,  William  J.,  Commissioner,  Arizona  State 
Department  of  Health. 

EXCUSED: 

Drs.  Baker,  Earl  J.;  Fife,  Ray;  Melick,  Dermont  W.; 
O’Hare,  James  E.,  President;  Secrist,  Delbert  L. 

MINUTES 

Minutes  of  the  Professional  Committee  meeting  held 
January  10,  1965,  approved. 

ASSIGNMENT  OR  REASSIGNMENT  OF 
SUBCOMMITTEE  CHAIRMANSHIPS 

Aging 

The  Chairman  reported  that  Fred  H.  Landeen,  M.D., 
of  Tucson,  has  been  appointed  a member  of  the  Com- 
mittee and  will  be  assigned  the  chairmanship  of  the 
Subcommittee  on  Aging. 


Medicine  and  Religion 

Delbert  L.  Secrist,  M.D.,  of  Tucson,  submits  his 
resignation  as  Chairman  of  the  Subcommittee  on  Medi- 
cine and  Religion.  Albert  G.  Wagner,  M.D.,  of  Phoenix, 
was  given  an  interim  appointment  by  the  President  to 
serve  as  a member  of  the  Professional  Committee,  to 
be  confirmed  by  the  Board  of  Directors  at  its  next 
meeting.  Dr.  Wagner,  on  action  of  the  Committee,  was 
assigned  chairmanship  of  the  Subcommittee  on  Medicine 
and  Religion. 

Organizational  Recommendaiions 

Dr.  Brooks  reviewed  his  recommendation  presented 
and  considered  by  the  Board  of  Directors  of  the  Asso- 
ciation, April  27,  1965,  as  contained  in  letter  dated 
April  26,  1965,  providing  (1)  suggested  continuity  of  the 
membership  and  chairmanship  of  this  Committee;  (2) 
establishment  of  a Subcommittee  on  Indian  Health  to  be 
designated  “Federal  Services;”  (3)  suggested  improve- 
ment of  communication  with  specialty  group  organiza- 
tions concerning  speakers  to  be  utilized  during  the 
scientific  session  of  annual  meetings;  and  (4)  establish- 
ment of  a subcommittee  to  study  the  probable  impact 
of  “Medicare”  and  the  proposed  federal  legislation  on 
“Heart  Disease,  Cancer  and  Stroke.”  This  function  is 
suggested  to  be  included  under  the  proposed  subcom- 
mittee to  be  designated  “Federal  Services.” 

The  Board  of  Directors,  in  meeting  held  April  27, 
1965,  concluded  that  the  four  recommendations  pre- 
sented, contained  in  the  presentation  of  the  Chairman, 
presently  fall  within  the  scope  of  activity  of  this  Com- 
mittee as  outlined  in  the  By-Laws  of  the  Association. 

Dr.  Brooks  stated  that  he  had  recommended  to  the 
President  that  Hayes  W.  Caldwell,  M.D.,  of  Phoenix, 
be  appointed  a member  of  this  Committee  to  serve  as 
Chairman  of  the  Subcommittee  on  Federal  Services.  He 
is  not  prepared  to  make  an  interim  appointment  at  this 
time;  however,  the  matter  is  being  given  consideration. 

It  was  further  recommended  by  the  Chairman  that 
MacDonald  Wood,  M.D.,  of  Phoenix,  be  appointed  a 
member  of  the  Committee  to  serve  as  Chairman  of  a 
new  Subcommittee  on  Safety.  The  President  made  an 
interim  appointment  which  will  be  presented  for  con- 
firmation at  the  next  Board  of  Directors  meeting.  Dr. 
Wood,  on  action  of  the  Committee,  was  assigned  chair- 
manship of  the  Subcommittee  on  Safety. 

SUBCOMMITTEE  REPORTS 

Aging 

MEMBERSHIP  - Horace  S.  Kent,  Jr.,  M.D.  (Mesa), 
Harold  W.  Kohl,  Jr.,  M.D.  (Tucson),  William  J.  Moore, 
M.D.,  Commissioner,  Arizona  State  Department  of 
Health  (Phoenix),  and  Clarence  L.  Robbins,  M.D.  (Tu- 
son)  will  serve  as  members  of  the  Subcommittee  on 
Aging  under  the  chairmanship  of  Fred  H.  Landeen, 
M.D.  (Tucson). 

AGING  AND  AGED  — The  Gerontology  Branch  of 
the  Division  of  Chronic  Diseases  of  the  Public  Health 
Service,  attempting  to  secure  an  inventory  of  State  and 
local  resources  available  to  meet  health  needs  of  the 
aging  and  aged  in  all  of  the  states,  will  open  its  program 
on  Wednesday,  August  fourth,  at  the  Community  Serv- 
ices Building,  Phoenix.  Individual  follow-up  conferences 
are  arranged  for  August  fifth  and  sixth  to  discuss  pro- 
gram opportunities  revealed  during  the  group  conference. 
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Dr.  Moore  urged  participation.  Effort  will  be  made  to 
prevail  upon  Dr.  Kent  to  be  present  August  fourth;  also 
Dr.  Robbins  or  Dr.  Farness.  The  Chairman  will  be 
unavailable. 

Allied  Medical  Groups 

ORGANIZATION  - Roger  G.  Boylan,  M.D.  (Tempe); 
Richard  M.  Lott,  M.D.  (Mesa);  and  Robert  D.  Martin, 
M.D.  (Tempe),  appointed  members  of  this  Subcom- 
mittee. 

DRUG  STANDARDS  — Chairman  reports  he  has 
conferred  with  Alfred  Duncan,  Secretary,  Arizona  State 
Board  of  Pharmacy,  et  al.  There  appears  no  further  con- 
flict in  this  area  relating  to  drug  standards  and  legitimate 
channels  of  supply  referable  to  purchases  by  physicians 
and  factories  through  pharmacies. 

Mr.  Leonard  H.  Fields,  President,  Alpha  Zeta  Omega 
(professional  fraternity),  as  reported  previously,  has  been 
contacted  by  telephone  and  letter  on  several  occasions. 
Dr.  Payne  reports  that  he  is  awaiting  his  response;  how- 
ever, it  has  not  been  received  to  date. 

DRUG  DISPOSAL  CONFERENCE  — A meeting  was 
held  February  25,  1965  with  pharmacist  representatives, 
one  from  each  of  their  three  districts,  attended  by  the 
Chairman.  The  purpose  of  this  meeting,  among  other 
subjects,  included  that  regarding  the  disposal  of  unused 
patients’  drugs,  to  be  collected  from  hospitals  and 
nursing  homes  (for  distribution  to  the  needy  on  prescrip- 
tion of  the  physician),  the  salvaging  of  which  was  re- 
quested reviewed  by  the  Pima  County  Medical  Society 
as  to  the  legality  thereof.  The  results  of  this  meeting 
indicate  that  there  is  no  solution  to  the  problem.  Such 
drugs  must  be  destroyed.  The  expense  of  cataloging 
them,  repackaging,  etc.,  to  meet  the  legal  requirements, 
it  would  appear,  far  exceed  the  worth  of  such  drugs. 
Safety,  of  course,  is  represented  as  the  reason  for  the 
regulation.  Lengthy  discussion  ensued. 

It  was  determined  to  communicate  with  the  Arizona 
Pharmaceutical  Association,  urging  its  favorable  consid- 
eration and  support  to  amend  regulations,  with  the 
safety  of  the  patient  foremost,  to  provide  for  the  salvag- 
ing and  disposal  of  unused  patients’  drugs  available  at 
hospitals  and  nursing  homes  for  redistribution  to  those 
patients  in  need;  also,  that  if  indicated,  regulations  be 
amended  to  provide  for  a minimal  supply  of  drugs, 
including  narcotics,  for  prescription  by  the  doctor  of 
medicine  on  an  emergency  basis,  to  patients  in  nursing 
homes,  and  first  aid  stations  of  an  industrial  facility. 

ASNA  - NURSING  HOMES  - STUDY  OF  NURS- 
ING NEEDS  AND  RESOURCES  - The  Chairman  re- 
ported attendance  of  several  meetings  with  the  Arizona 
State  Nurses’  Association,  the  last  having  been  held 
March  25,  1965  at  the  Community  Service  Building  in 
Phoenix.  Attendance  included  representation  of  ASNA, 
the  Arizona  League  of  Nursing,  Arizona  State  Board  of 
Health,  WICHE  (represented  by  Dr.  Melick),  and,  of 
course,  the  Chairman,  Dr.  Payne,  of  ARMA.  Evaluation 
and  utilization  of  nursing  educational  facilities  was  dis- 
cussed at  great  length  in  line  with  the  proposed  survey 
dealing  with  nursing  needs  and  resources.  The  House 
of  Delegates  of  this  Association,  by  Resolution  No.  12, 
adopted  May  1,  1965,  authorizes  a contribution  of 
$2,000.00  toward  this  project.  It  was  detennined  to 
employ  a trained  person  in  this  field  to  direct  such 


survey  with  objectives  to  include  availability  of  nurses, 
program  demands,  location  of  potential  students,  number 
of  nurses  now  available,  who  with  additional  training 
might  be  qualified,  educational  facilities  and  institutions 
available  and  project  future  needs  both  on  the  R.N.  and 
P.N.  levels.  Development  of  nurses  in  leadership  posi- 
tions, determination  of  their  continuing  use  for  hospital 
bedside  nursing  or  whether  such  services  are  to  be 
assumed  by  others,  possibly  by  the  practical  nurse,  and 
other  aspects  of  the  problem  will  be  included  in  this 
project.  It  appears  obvious  that  representation,  in  addi- 
tion to  those  herein  mentioned,  might  be  expanded  to 
include  the  Arizona  Council  of  Hospitals,  Auxiliaries, 
Arizona  Personnel  and  Guidance  Association,  Practical 
Nurses,  Public  Health  and  Welfare,  State  Federation  of 
Women’s  Clubs,  etc.  Utilization  of  hospitals  in  the  State 
and  possibly  the  junior  college  structure  will  be  con- 
sidered. Providing  for  training  in  the  locality  of  the 
availability  of  supply  rather  than  centralization  in  the 
major  centers  will  be  evaluated. 

SHELTERED  CARE  HOMES  - Dr.  Moore  reported 
that  the  Sheltered  Care  Home  licensing  regulations 
previously  reviewed  and  ultimately  approved  have  been 
adopted;  however,  they  have  not  been  put  into  force 
because  of  the  anticipated  enactment  of  Medicare.  It 
is  very  possible  a whole  new  set  of  regulations  might 
be  required,  especially  if  long  term  care  facilities  are 
to  be  provided  for  together  with  skilled  nursing  care 
homes  and  nursing  homes  in  addition  to  the  sheltered 
care  home.  Drafting  of  new  regulations  is  now  in  prog- 
ress. The  Committee  will  receive  a copy  for  study  on 
completion. 

ARIZONA  BAR  LIAISON  — Invitation  of  the  Arizona 
Bar  to  meet  with  Arizona  Medicine  for  the  purpose  of 
maintaining  and  improving  professional  relationships 
between  attorneys  and  physicians  was  discussed.  No 
meeting  has  been  as  yet  scheduled.  Court  procedures 
and  meeting  with  Judges  on  the  subject  of  badgering, 
abuse  of  physicians  by  attorneys  in  liability  cases,  was 
reviewed.  The  Pima  Plan  and  its  experience  was  like- 
wise analyzed.  It  was  the  opinion  that  a meeting  with 
Judges  might  best  be  handled  on  the  local  level.  It  was 
suggested,  if  there  are  any  problems  that  have  statewide 
significance,  that  this  Committee  communicate  with 
Arizona  Bar  advising  of  its  happiness  to  meet  with  it. 
NO  SPECIFIC  ACTION  TAKEN. 

BARROW  NEUROLOGICAL  INSTITUTE  - OS- 
TEOPATHIC REFERRALS  - Philip  T.  White,  M.D., 
of  Barrow  Neurological  Institute  of  St.  Joseph’s  Hospital, 
Phoenix,  by  letter  dated  March  9,  1965,  refers  to  its 
education  and  demonstration  project  concerned  with 
epilepsy.  As  part  of  the  project,  patients  on  referral 
from  their  physicians  are  seen.  Inasmuch  as  an  increas- 
ing number  of  referrals  from  osteopathic  physicians  is 
being  experienced,  a question  of  ethics  is  raised.  Con- 
tinuing control  of  the  patient  by  the  Institute  is  not 
undertaken,  the  service  being  of  a consultant  fashion. 
Policy  of  the  Arizona  Medical  Association  in  this  regard 
is  sought. 

Association  assistance  in  combatting  the  problem  of 
traffic  accidents  is  also  sought.  Dr.  White  is  chairman 
of  a committee  formed  by  the  Maricopa  Safety  Council 
and  the  Arizona  Safety  Foundation  to  deal  with  the 
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medical  aspects  of  traffic  accidents.  A medical  advisory 
board  to  the  Drivers’  Licence  Division  might  appear 
desirable.  In  this  connection  it  was  determined  to  refer 
the  matter  to  th  Subcommittee  on  safety  for  review 
and  recommendation. 

The  Board  of  Directors  in  meeting  held  April  28, 
1964,  determined  that  the  existing  policy  of  the  Arizona 
Medical  Association,  Inc.  regarding  voluntary  profession- 
al association  with  doctors  of  osteopathy  as  unethical 
should  remain  unchanged;  that  the  right  to  practice  a 
healing  art  is  regulated  by  the  Arizona  statutes  which 
define  “healing  art,”  and  since  the  right  to  practice  a 
healing  art  in  a hospital  is  generally  controlled  and 
granted  by  boards  composed  of  lay  members,  if  a hos- 
pital is  required  by  law  or  by  its  own  rules  and  regula- 
tions to  admit  a cultist  to  practice,  it  shall  not  be  con- 
sidered an  unethical  act,  per  se,  for  a doctor  of  medi- 
cine, a member  of  this  Association,  to  practice  in  that 
hospital,  provided  he  does  not  enter  into  any  professional 
relationship  with  a cultist;  and  that  if  a situation  is  such 
that  the  patient  welfare  is  jeopardized,  then  cooperation 
of  doctors  of  medicine  and  doctors  of  osteopathy  is  ap- 
proved and  implied  for  that  particular  situation. 

A motion  duly  made  and  seconded,  directing  that  Dr. 
White’s  letter  be  responded  to,  setting  forth  the  official 
policy  of  the  Arizona  Medical  Association  with  regard 
to  consultation  with  or  for  osteopaths,  expressing  the 
feeling  that  it  would  be  ethical  after  the  patient  has  been 
referred  to  the  Institute,  if  the  patient  so  specifically 
requests,  after  the  Institute  has  received  a signed  re- 
quest from  the  patient  that  a report  of  the  findings  and 
treatment  be  sent  back  to  the  osteopath;  amended  to 
include  approval  of  the  hospital  itself;  was  tabled  until 
such  time  as  information  is  received  from  the  Executive 
Committee  of  St.  Joseph’s  Hospital  in  this  regard. 

FIRST  AID  - MEDICAL  STATIONS  - REGULA- 
TIONS — The  Arizona  State  Board  of  Pharmacy  advises 
adoption.  May  4,  1965,  of  Regulation  XIII,  Require- 
ments for  Medical  Facilities  in  Industrial  and  Business 
Organizations,  regulating  the  purchasing,  storing,  safe- 
guarding, possessing  and  administering  of  drugs  by  in- 
dustry for  their  employees,  copy  submitted.  RECEIVED. 

CONVULSIVE  NEUROLOGICAL  DISORDERS  - 
EMINAR  — Determined  not  to  be  a co-sponsor  of  the 
one  day  seminar  on  convulsive  neurological  disorders 
being  arranged  by  the  Arizona  State  University.  It  is 
reported  that  it  is  being  sponsored  by  the  Arizona  State 
Department  of  Public  Health,  Barrow  Neurological  In- 
stitute, WICHE,  and  the  Graduate  School  of  Social 
Services  Administration  — ASU. 

Disaster  Medicine 

IMMUNIZATION  — In  the  absence  of  Dr.  Baker, 
Dr.  Brooks  reported  that  the  membership  composite  of 
the  Subcommittee  on  Disaster  Medicine  had  been  previ- 
ously appointed.  It  is  its  hope  this  fall  to  have  a state- 
wide program  for  tetanus  and  smallpox  immunization 
underway. 

DISASTER  EXERCISE  — Recently  a “disaster”  exer- 
cise was  conducted  successfully. 

AVAILABILITY  SURVEY  - A manpower  availability 
survey  is  currently  underway  which  will  require  about 
a year  to  complete.  It  will  include  number  of  doctors 
available;  also,  veterinarians,  pharmacists,  nurses,  num- 


ber of  hospital  beds,  drug  supplies,  etc.  A recommenda- 
tion was  proposed  suggesting  that  each  doctor  in  the 
State  carry  with  him  a first  aid  kit,  especially  when  he 
is  off  weekends.  Content  and  cost  is  now  being  explored. 

INTERSTATE  MEETING  — A 1965  interstate  meet- 
ing on  Disaster  Medical  Care  proposed  by  the  Cali- 
fornia Medical  Association  has  been  called  off.  Quarter- 
ly report  on  Disaster  Medical  Care  published  by  the 
American  Medical  Association  was  received. 

Federal  Services 

CHAIRMAN  APPOINTMENT  - Dr.  Henderson  re- 
ported results  in  his  telephone  contact  with  the  Presi- 
dent, Dr.  O’Hare,  regarding  the  establishment  of  this 
Subcommittee  on  Federal  Services  and  appointment  of  a 
chairman. 

On  motion  regularly  made  and  unanimously  carried 
Hayes  W.  Caldwell,  M.D.  (Phoenix),  is  recommended  for 
consideration  to  serve  as  chairman.  Dr.  Landeen  agreed 
to  personally  contact  the  President,  express  to  him  the 
Professional  Committee’s  concern  as  to  the  considered 
need  for  the  esablishment  of  this  important  subcommit- 
tee, in  the  light  of  the  federal  “Medicare”  and  “Heart 
Disease,  Cancer  and  Stroke”  programs,  urging  prompt 
and  favorable  consideration  in  the  appointment  of  a 
chairman,  presenting  the  recommendation  of  the  com- 
mittee as  to  its  choice. 

Genera]  Medicine 

MEDICAL  CARE  GUIDES  — Reported  that  the  bro- 
chure: “Guides  for  Medical  Care  in  Nursing  Homes  and 
Related  Facilities”,  reviewed  at  the  last  meeting,  have 
been  obtained  and  distributed  through  the  component 
medical  societies  to  every  physician  in  the  State,  as  well 
as  the  Nursing  Homes  in  Arizona,  the  latter  through  Dr. 
Moore’s  office.  Dr.  Kohl  is  awaiting  information  from 
Dr.  Moore  as  to  contact  representative  of  the  Arizona 
Nursing  Home  Association  and/or  the  Nursing  Home 
Advisory  Council  to  enable  him  to  seek  an  audience  for 
the  purpose  of  presenting  these  Guides  as  an  educational 
program  for  operators  of  Nursing  Homes.  Communica- 
tion with  Preston  Powell  of  the  Arizona  State  Depart- 
ment of  Health  (Phoenix)  was  suggested. 

MEASLES  - INFLUENZA  - POLIO  VACCINES  - 
Reviewed  report  of  the  National  Disease  and  Thera- 
peutic Index,  May  1965,  regarding  use  of  measles  vac- 
cine. Referring  to  an  article  in  TIME  of  February  19, 
1965,  it  is  stated  that  “only  7 million  U.  S.  children 
have  been  vaccinated  against  measles,  leaving  20  million 
susceptible  youngsters.”  NDTI  reports  that  physicians 
have  given  as  estimated  8 million  inoculations  of  measles 
vaccine  since  1963;  pediatricians  account  for  54%  of  this 
volume,  GP’s  for  44%,  and  other  specialties  the  remain- 
ing 2%.  Children  under  10  years  of  age  received  97% 
of  all  measles  vaccine  use  — infants  under  one  year 
account  for  22%.  The  major  portion  is  given  from  Janu- 
ary through  March,  just  prior  to  the  seasonal  peak  of 
measles  visits  which  occur  in  the  spring.  The  question: 
Why  not  prescribed  more  widely?  Interviewed  400  phy- 
sicians — 50%  do  not  consider  measles  serious  enough  to 
warrant  immunization  on  the  same  basis  as  polio,  diph- 
theria, tetanus  and  smallpox;  70%  believe  all  children 
under  six  should  receive  the  vaccine,  and  a reasonably 
large  number  still  feel  that  children  should  acquire  nat- 
ural immunity  from  the  disease  itself;  and  only  40% 
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felt  that  injections  were  indicated  among  adults. 

It  is  recommended  that  measles  are  serious  enough  that 
vaccinations  should  be  performed,  and  especially  in  the 
pediatric  age  group;  that  these  patients  should  be  vac- 
cinated routinely,  as  is  done  for  smallpox  and  polio, 
mainly  because  of  the  relatively  high  incidence  of  post- 
measles encephalitis.  One  case  is  too  much  when  you 
can  prevent  it.  Dr.  Moore  reported  that  the  Health  De- 
partment recommends  it  strongly.  It  was  determined  that 
Dr.  Kohl  will  prepare  an  article  for  publication  in 
ARIZONA  MEDICINE,  including  statistics  on  non- 
immunized  children,  alerting  the  pediatric  and  general 
practice  groups,  and  making  reference  to  the  adult  pop- 
ulation, which  latter  may  require  some  research.  It  might 
also  be  well,  in  the  light  of  the  recent  polio  outbreak  in 
Casa  Grande  and  Yuma,  to  stress  polio  immunization 
again. 

Regarding  influenza  vaccine,  it  is  stated  that  flu  visits 
for  March  1965  rose  only  slightly  from  February;  that 
the  1965  flu  season  is  slightly  above  last  year  but  well 
below  levels  set  in  1963.  Influenza  is  classified  including 
flu,  grippe  or  influenza  combined  with  pneumonia  and 
other  respiratory  or  digestive  manifestations  such  as 
bronchitis,  pleurisy,  gastric  or  intestinal  influenza.  While 
NDTI  does  not  give  any  recommendation  as  to  use  of 
influenza  vaccine,  USPHS  urges  such  use  again  this 
year,  especially  in  susceptible  groups  — people  over  60, 
pregnant  women,  small  children,  and  people  with  chronic 
diseases,  especially  emphysema  and  chronic  bronchial 
pulmonary  diseases. 

NURSING  HOME  ACCREDITATION  - The  Na- 
tional Council  for  the  Accreditation  of  Nursing  Homes 
in  its  new  listing  of  accredited  facilities,  as  of  March  31, 
1965,  for  Arizona  adds  the  Casa  Solana  Nursing  Home 
in  Tucson  — intensive  level  with  78  beds. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT 
1:07  P.  M. 

****** 

MEETING  RECONVENED  AT  2:15  P.  M„  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING 
SESSION  RESPONDING  “AYE”  TO  THE  ROLL 
CALL,  JACK  E.  BROOKS,  M.D.,  CHAIRMAN,  PRE- 
SIDING. 

Industrial  Health 

I.  C.  AWARD  VALIDITY  — The  Industrial  Relations 
Committee  of  the  Association  advises  it  has  discussed 
in  detail  the  facts  of  the  Dan  William  Tolmachoff  (Claim 
AZ  28659)  case,  concurs  in  and  approves  of  the  recom- 
mendations of  the  Professional  Committee;  further,  it  is 
its  opinion  that  the  Industrial  Commission  should  inform 
a doctor  of  its  reasons  for  accepting  a case  in  which  the 
doctor  states  there  is  no  industrial  injury,  such  as  the 
Tolmachoff  case. 

In  the  absence  of  the  chairman,  no  further  reporting  is 
available. 

Medical  Education 

POST-GRADUATE  EDUCATION  - In  the  absence 
of  the  chairman,  Dr.  Brooks  reported  that  the  previous 
contacts  with  our  component  societies  and  larger  hos- 
pitals in  the  matter  of  continuing  post-graduate  educa- 
tion has  not  been  fruitful.  Suggestions  for  the  coming 
year  have  been  solicited  from  the  membership  of  Dr. 
Melick’s  committee,  the  results  being  awaited.  It  has 


lreen  suggested  by  Dr.  Melick  that  serious  consideration 
be  given  the  setting  up  of  some  early  morning  closed 
television  broadcasts  on  pertinent  medical  subjects.  AMA 
and  TV  stations  are  being  contacted  to  this  end. 

MEDICAL  SCHOOL  — The  House  of  Delegates  of 
the  Association  in  May  of  this  year  authorized  a con- 
tribution of  $10,000.00  to  the  University  of  Arizona 
Medical  School,  as  you  are  aware.  The  designated  pur- 
pose will  be  ascertained  at  a later  date  following  con- 
ference with  the  Dean  by  this  committee  and  recommen- 
dation to  the  Board  of  Directors. 

The  committee  has  met  with  the  Dean  and  continues 
to  make  itself  available  to  assist  him  in  the  matter  of 
staff  appointments. 

Medicine  and  Religion 

As  we  now  have  a new  chairman,  Dr.  Wagner,  we 
may  expect  hearing  from  him  in  the  future. 

Mental  Health 

PRIVILEGED  COMMUNICATION  - Reviewing  the 
composite  of  the  membership  of  the  Arizona  Psychiatric 
Society,  as  to  location  and  practice,  lengthy  discussion 
ensued  pertaining  to  “privileged  communication”,  as 
applied  to  psychiatrists,  specifically,  and  doctors  of 
medicine,  generally,  in  order  that  a model  law,  if  it  does 
not  already  exist,  be  presented  for  consideration  by  the 
State  Legislature.  Previously  reviewed  hurriedly  by 
counsel  for  the  Arizona  Medical  Association,  it  would 
appear  that  there  is  some  merit  to  the  position  of  APS, 
(i.e.,  that  specific  statutes  should  be  enumerated  to 
cover  psychiatric  privilege);  otherwise  stated,  it  would 
appear  that  there  is  serious  doubt,  especially  in  civil 
cases,  as  to  whether  communication  between  a phychia- 
trist  and  his  patient  should  be  considered  privileged. 

It  is  directed  that  the  Arizona  Psychiatric  Society  be 
advised  that  the  financial  burden  involved  in  the  formu- 
lation of  an  ideal  statute  pertaining  to  confidentiality  and 
privileged  communication  in  the  practice  of  psychiatry  be 
theirs.  When  such  statute  is  formulated,  if  it  is  presented 
to  the  Professional  Committee  of  this  Association  and 
found,  in  its  opinion,  favorable  to  medicine  at  large,  then 
the  committee  will  endeavor  to  enlist  the  total  support 
of  the  Arizona  Medical  Association  in  the  passage  of 
such  statute. 

MENTAL  ILLNESS  CONGRESS  - Dr.  Gregory  re- 
viewed his  report  on  the  Second  National  Congress  on 
Mental  Illiness  and  Health  held  in  Chicago,  November  5 
through  7,  1964,  attended  by  him  and  Dr.  James  L. 
Grobe  (Phoenix),  member  of  his  subcommittee  and  the 
Governor’s  special  committee  on  Mental  Health,  et  al. 
The  theme:  “Community  and  Mental  Health  Resources 
Mobilization  Orientation”.  A written  copy  of  the  full  text 
is  on  file.  RECEIVED. 

INSTITUTE  FOR  ACHIEVEMENT  OF  HUMAN 
POTENTIAL  — Jaime  Vargas,  M.D.  (Tucson)  seeks 
opinion  of  this  committee  as  to  tire  Institute  for  the 
Achievement  of  Human  Potential  of  Arizona,  with  head- 
quarters in  San  Diego,  California,  represented  by  a Mrs. 
Gayle  L.  Piper,  Ed.M.,  Executive  Director.  A program 
of  mechanization  of  patterns  in  mentally  retarded  chil- 
dren, plus  occasional  need  of  certain  neurosurgical  pro- 
cedures is  depicted  by  Mrs.  Piper.  Referred  to  this  sub- 
committee for  investigation. 
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Public  Health 

SCHOOL  HEALTH  EDUCATION  - Previously  rec- 
ommended by  this  committee  and  approved  by  the  Board 
of  Directors,  the  Association  expressed  favor  in  giving 
full  support  and  guidance  to  all  efforts  of  the  Depart- 
ment of  Public  Instruction  to  up-grade  health  education 
in  the  elementary  and  secondary  schools  in  Arizona. 
Again,  in  meeting  held  May  30,  1965,  the  Board  restated 
its  positioin  that  it  is  in  favor  of  the  principles  of  up- 
grading health  education,  but  the  implementation  is 
outside  its  area  of  competency.  The  employment  of  a 
coordinator  was  included  in  this  year’s  budget  of  the 
Board  of  Education. 

FOOD  HANDLERS  CERTIFICATION  - In  the  mat- 
ter of  recommendation  of  amendment  of  Ride  No.  6 of 
the  Rules  and  Regulations  of  the  Arizona  State  Depart- 
ment of  Health  governing  control  of  communicable  dis- 
eases associate  with  Food  Handlers  Certification,  the 
Board  of  Directors  referred  it  back  to  this  committee 
for  further  consideration.  The  regulation  that:  “no  per- 
son can  be  employed  to  handle  or  prepare  food  until  he 
has  had  a comprehensive  examination  by  a licensed  phy- 
sician and  surgeon  and  has  been  found  free  from  any 
communicable  disease  in  an  infectious  stage”  was  recom- 
mended changed  to  read:  “no  person  can  be  employed 
to  handle  or  prepare  food  until  he  is  certified  by  a 
licensed  physician  and  surgeon  to  be  free  of  active 
tuberculosis.’  It  was  felt  that  other  regulations  cover 
restrictions  on  activities  insofar  as  other  infections  are 
concerned  and  would  be  applicable  to  continuous  con- 
trol and  education  of  the  food  handlers  than  would  a 
periodic  physical  examination.  In  an  about-face,  it  was 
then  recommended  that  a complete  examination  be  per- 
formed, including  a search  for  the  more  pertinent  enteric 
disases.  It  was  stated  that  any  lesser  examination  would 
not  satisfy  the  intent  of  a physical  examination,  and 
therefore,  reliance  should  be  placed  on  education  and 
inspection  rather  than  an  inadequate  examination  per- 
formed only  annually. 

Following  review  of  previous  research  and  re-evalua- 
tion, it  is  concluded  that  there  be  no  change  in  this 
committee’s  initial  position;  however,  in  the  wording: 
“free  of  active  tuberculosis”,  this  might  be  changed  to 
read:  “free  from  public  health  significance  disease  ”,  so 
that  the  change  previously  recommended  would  then 
read:  “no  person  can  be  employed  to  handle  or  prepare 
food  until  he  is  certified  by  a licensed  physician  and 
surgeon  to  be  free  from  public  health  significance  dis- 
ease”. Such  category  should  be  open  to  revision  from 
year  to  year  by  public  health  authorities  in  the  State. 
Education  as  to  sanitary  techniques  in  handling  food  is 
considered  much  more  fruitful  in  handling  this  problem 
than  the  required  examination,  whatever  it  may  entail, 
which  is  required  only  once  a year. 

RURAL  HEALTH  CONFERENCE  - Knowledge  of 
attendance  at  the  18th  National  Conference  on  Rural 
Health  in  Miami  Beach,  Florida,  March  26  and  27, 
1965,  on  Developing  Community  Health  Resources,  is 
unknown.  Reporting  by  AMA  is  being  awaited.  It  is  the 
feeling  that  meetings  of  this  sort  should  be  attended  in 
the  future  by  someone  from  this  subcommittee. 

ENVIRONMENTAL  HEALTH  PROBLEMS  - It  is 
not  known  whether  anyone  locally  attended  the  Second 


Annual  Congress  on  Environmental  Health  Problems 
held  in  Chicago,  April  27,  1965,  theme:  “Population, 
Environment  and  Health”;  however,  this  meeting  has 
been  reported  upon  and  a copy  thereof  is  availabe  for 
review.  The  subjects  included  air  and  water  pollution, 
blood  banks,  polio  status,  immunizations  over  the  coun- 
try. Here  again,  much  could  be  gained  in  attendance, 
even  though  only  twelve  states  were  reported  represent- 
ed, most  from  the  eastern  part  of  the  country. 

PHYSICIANS  AND  SCHOOLS  - Either  Walter  E. 
Ahrens,  M.D.  (Tucson)  or  Albert  L.  Rhoades,  M.D. 
(Phoenix)  to  be  authorized  to  attend  the  10th  National 
Conference  on  Physicians  and  Schools,  Sheraton-Chicago 
Hotel,  Chicago,  Illinois,  September  23-25,  1965,  repre- 
senting this  Association  at  its  expense.  As  is  customary, 
a report  on  the  meeting  upon  return  will  be  anticipated. 

COMMUNITY  HEALTH  WEEK  - The  AMA  Board 
of  Trustees  has  designated  November  7 through  13  as 
Community  Health  Week  for  1965.  Referred  to  Public 
Relations  Committee. 

VENEREAL  DISEASE  CONTROL  — Announcement 
of  AMA  National  Symposium  on  “Venereal  Disease  Con- 
trol" to  be  held  in  Chicago  on  Saturday,  November  20, 
1965.  Reported  that  last  year  a similar  symposium  was 
conducted  by  the  Health  Department  in  Phoenix  and 
Tucson  which  proved  very  beneficial.  Treatment  and 
reporting  continues  of  primary  importance.  NO  ACTION 
TAKEN. 

NURSING  PIOME  CARE  — An  Institute  on  Nursing 
Home  Care,  Series  2,  sponsored  by  the  Joint  Council  to 
Improve  Health  Care  of  the  Aging,  represented  by  the 
American  Medical  Association  and  the  American  Nurs- 
ing Home  Association,  is  scheduled  to  be  held  at  the 
Cosmopolitan  Hotel,  Denver,  Colorado,  August  9th  and 
10th.  NO  ACTION. 

SHELTERED  CARE  HOMES  - Revision  of  rules  and 
regulations  dealing  with  Sheltered  Care  Homes  previous- 
ly discussed  by  Dr.  Payne. 

REGISTERED  NURSE  EMPLOYMENT  - Received 
results  of  refresher  courses  held  to  prepare  Registered 
Nurses  for  employment  in  nursing  homes  in  Arizona, 
sponsored  by  the  Arizona  State  Nurses’  Association  with 
financial  assistance  out  of  the  public  health  fund  and 
other  volunteer  agencies.  It  is  estimated  there  are  about 
750  inactive  licensed  nurses  in  the  State  in  addition  to 
approximately  1300  licensed  but  not  working  (or  worked 
for  as  little  as  one  year)  nurses.  Phoenix  was  the  first 
site  with  only  about  seventeen  registering  for  the  six- 
week  course.  Tucson  next  had  about  thirty-one.  No  at- 
tempt is  planned  for  the  immediate  future  to  continue 
such  courses  due  to  lack  of  interest.  It  may  be  that  in 
the  future  a ten-day  to  two-week  course  might  be  offer- 
ed which  will  involve  an  expenditure  of  considerably  less 
money. 

Following  due  evaluation  by  the  Advisory  Committee 
it  is  recommended:  (1)  that  this  project  not  be  repeated 
at  this  time;  (2)  that  efforts  be  made  to  establish  meet- 
ings of  Nursing  Home  Administrators,  M.D.’s  and  R.N.’s 
aimed  at  creating  a sound  philosophy  for  good  patient 
care  with  identification  of  the  desirable  role  of  all  per- 
sonnel involved;  (3)  that  efforts  be  instigated  to  improve 
conditions  of  employment  and  secure  written  Personnel 
Policies  for  each  agency  in  which  consideration  is  given 
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to  fringe  benefits  as  now  exist  in  other  places  of  em- 
ployment; (4)  that  efforts  be  made  to  establish  continu- 
ing In-service  Education  programs  including  orientation 
in  Nursing  Homes;  and  (5)  that  ASNA  request  a meeting 
of  its  representatives  with  the  Executive  Committee  of 
the  Nursing  Homes  Association  to  discuss  feasible  meth- 
ods for  assisting  in  establishing  educational  opportunities 
for  already  employed  nursing  personnel  in  Nursing 
Homes. 

SELECTIVE  SERVICE  REJECTEE  REFERRAL 
PROGRAM  — Dr.  Moore  reported  that  on  June  25,  1965, 
a contract  was  signed  with  the  Health  Service  establish- 
ing the  Selective  Service  Rejectee  Program,  providing 
funds  therefor.  Responsibility  for  administration  has  been 
assigned  the  Arizona  State  Department  of  Health  by  the 
Governor.  Screening  and  evaluation  of  medical  records 
obtained  at  the  armed  services  induction  centers  of  men 
rejected  for  medical  and  psychiatric  reasons  is  the  objec- 
tive; these  men  to  be  counseled  as  to  need  for  help  and 
vocational  rehabilitation  services,  and  referred  to  their 
family  physician,  if  they  have  one,  or  offered  a selection 
of  their  choice  from  a panel  of  physicians;  also,  they  are 
to  be  informed  of  community  rehabilitation  resources, 
and  provision  is  to  be  made  for  any  follow-up  action  in- 
dicated. 

The  State  Health  Department  is  under  obligation  to 
provide  centrally  located  state  offices  for  coordination 
of  referral  and  counseling  activities;  provide  adequate, 
qualified  counselors  at  Phoenix  armed  forces  examining 
stations;  and  make  arrangements  with  local  communities 
participating  in  referral  and  follow-up  activities.  A part- 
time  medical  director  is  currently  being  sought,  including 
clerical  staff  and  counselors. 

A medical  advisory  committee  has  been  selected  com- 
prising Doctors  Richard  H.  Bruner,  Monroe  H.  Green, 
Ruland  W.  Hussong,  and  Henry  G.  Williams,  all  of 
Phoenix.  An  organizational  meeting  will  be  held  in 
August  next  to  include  representatives  for  all  agencies 
involved  with  September  as  the  operational  goal.  Total 
case  load  is  estimated  at  between  sixteen  and  seventeen 
hundred  per  year  based  upon  previous  induction  statis- 
tics. It  is  anticipated  about  half  the  case  load  will  come 
from  Maricopa  County.  A national  ratio  of  about  40% 
rejectees  has  been  established. 

MEDICARE  — Dr.  Moore  requested  time  at  the  next 
meeting  to  have  opportunity  to  discuss  the  contemplated 
Medicare  program  in  detail.  Medical  direction  is  essential 
and  an  advisory  committee  including  all  so-called  vendor 
groups  will  soon  be  organized  to  assist  in  program  devel- 
opment. He  stated:  you  are  aware,  in  Arizona  we  have 
a unique  law  requiring  the  Welfare  Department  to  con- 
tract with  the  Health  Department  for  medical  care  ad- 
ministration. An  administrator  has  been  hired.  GRANT- 
ED. 

The  Governor  has  appointed  an  advisory  committee 
to  include  Drs.  W.  Albert  Brewer  and  John  S.  Kruglick, 
both  of  Phoenix;  also  Dr.  Martin  S.  Flohr  (Williams), 
and  Messrs.  Robert  Perez  (Phoenix),  Daniel  Gruovich 
(Miami),  Wallace  B.  Rogers  (Safford),  and  Richard  Dur- 
bin iTucson). 

WATER  FLUORIDATION  — As  a point  of  informa- 
tion, the  official  policy  of  AMA  is  that  fluoridation  of 
public  water  supplies  is  an  effective  method  of  reducing 


“decay”  and  it  endorses  the  principle.  There  are  differ- 
ences of  opinion  among  physicians. 

COMMITTEE  ACTIVITY  - The  activities  of  the 
Subcommittee  on  Public  Health  during  this  past  year 
have  been  arduous.  It  appears  that  its  membership  must 
be  expanded  and  possibly  subdivided  to  lighten  the 
burden.  It  has  been  recommended  by  Dr.  Frissell  in  his 
annual  report  that:  (1)  the  chairmen  of  the  county  so- 
ciety public  health  committees,  where  such  exist,  be  in- 
cluded in  the  membership  of  the  state  Association  sub- 
committee; (2)  the  Association  representative  on  the 
Advisory  Health  Committee  to  the  State  Department  of 
Education  be  assigned  to  this  committee;  and  (3)  the  State 
Commissioner  of  Health,  or  a designated  member  of  his 
staff,  serve  as  an  ex-officio  member  of  this  committee. 
APPROVED. 

In  the  light  of  increased  activity  in  public  health  evi- 
denced on  the  national  AMA  level,  an  additional  four 
subcommittee  units  appear  indicated,  each  chaired  by  a 
member  of  the  parent  Public  Health  Subcommittee: 
(1)  maternal  and  child  health  — this  one,  already  or- 
ganized under  the  able  leadership  of  Dr.  Hermann  S. 
Rhu  (Tucson),  is  currently  devoting  its  efforts  to  peri- 
natal and  maternal  mortality  study  — it  is  desirable  to 
include  all  problems  in  maternal  and  child  health  as 
previously,  the  activity  to  continue  as  a unit  under  the 
Subcommittee  on  Public  Health  — and  the  chairman 
requested  to  submit  a report  on  its  activities  through 
Dr.  Frissell  prior  to  each  meeting  of  the  Professional 
committee;  (2)  school  health  — in  past  years  this  was  a 
very  active  subcommittee  and  with  the  proposed  de- 
velopment of  a health  education  department  within  the 
State  Department  of  Education,  we  should  be  in  position 
to  counsel  and  advise  in  these  areas  — likewise,  on  the 
national  level,  with  sights  on  “physical  fitness”,  we 
should  anticipate  the  problems  — and  as  previously  dis- 
cussed, membership  should  include  the  chairmen  of  the 
Pima  and  Maricopa  Societies  serving  similarly  on  the 
local  level;  (3)  environmental  health,  water  and  air 
pollution  — members  to  give  thought  to  possible  candi- 
dates and  report;  and  (4)  rural  and  migrant  health  — 
likewise,  search  for  qualified  members.  RECOMMEN- 
DATIONS APPROVED. 

Safety 

CHAIRMAN  APPOINTMENT  - Dr.  Henderson  re- 
ported results  of  his  telephone  contact  with  the  Presi- 
dent, Dr.  O’Hare,  regarding  the  establishment  of  this 
Subcommittee  on  Safety.  MacDonald  Wood,  M.D.  (Phoe- 
nix) was  given  an  interim  appointment  for  the  term 
1965-68. 

ATHLETIC  INJURIES  — Report  of  the  subcommit- 
tee on  Athletic  Injuries  of  the  Nebraska  State  Medical 
Association  forwarded  for  information.  RECEIVED. 
Woman’s  Auxiliary 

No  report. 

OTHER  BUSINESS 

Advisory  Committees 

With  the  increasing  demands  upon  the  physician  to 
serve  on  an  ever  mounting  number  of  public  and  com- 
munity advisory  committees,  many  of  which  require 
professional  counseling  and  evaluation  necessitating  con- 
siderable hours  of  itme,  it  was  the  consensus  that  con- 
sideration should  be  given  to  compensation  for  such 
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services. 

MEETING  ADJOURNED  AT  4:30  P.  M. 

Charles  E.  Henderson,  M.D. 
Secretary 


BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Meeting  of  the  Benevolent  and  Loan  Fund  Commit- 
tee of  The  Arizona  Medical  Association,  Inc.,  held  Sun- 
day, July  18,  1965,  in  the  Central  Offices  of  the 
Association,  Suite  201,  Safari  Building,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:00 
A.  M.,  Daniel  T.  Cloud,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Buffmire,  Donald  K.,  Cloud,  Daniel  T.,  Chair- 
man, Dudley,  Jr.,  Arthur  V.,  Treasurer,  Henderson, 
Charles  E.,  Secretary,  Neubauer,  Darwin  W.,  Oehsner,  II, 
Albert  J. 

Staff: 

Carpenter,  Robert,  Executive  Secretary,  Robinson, 
Bruce  E.,  Assistant  Executive  Secretary. 

Guest: 

Mislicky,  Roman  G.,  Assistant  Vice  President  — Man- 
ager, Professional  Services  Division,  VNB. 

Excused: 

Drs.  Jarrett,  Jaul  B.,  President-Elect,  O’Hare,  James 
E.,  President. 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Benevolent 
and  Loan  Fund  Committee  held  July  26,  1964,  without 
reading. 

MEDICAL  STUDENT  LOANS  GRANTED 
— CANCELLATION 

Determined  to  cancel  unused  portion  of  medical  stu- 
dent loan  granted  an  applicant  one  year  following  the 
date  of  issuance  of  the  first  “Interim  Note”. 

FINANCIAL  REPORT 

VNB  Trust  Account  No.  120-03068  reflects  a cash 
balance  as  of  April  30,  1965  of  $2,064.10.  Outstanding 
loan  balance  as  of  June  30,  1965,  $36,057.91. 

VNB  Trust  Account  No.  170-04714  reflects  a cash 
balance  as  of  June  30,  1965  of  $6,326.22,  including 
interest  earned  through  April  30,  1965.  On  the  basis  of 
the  Bank  conversion  factor  of  12.5,  amount  available 
for  loans,  $79,077.75.  Loans  authorized  to  June  30,  1965, 
amount  current  outstanding,  $40,281.42;  amount  author- 
ized but  not  disbursed,  $2,750.00;  total  commitment, 
$43,031.42.  Maximum  available  to  loan  as  of  June  30, 
1965,  $36,046.33.  The  Board  of  Directors  of  this  As- 
sociation, in  meeting  held  November  24,  1963,  adopted 
the  following  motion: 

“That  this  Association  accept  the  proposal  of  the 
Valley  National  Bank  in  the  matter  of  the  medical 
student  loan  program,  subject  to  Counsel’s  review 
and  approval  of  the  final  draft  of  agreements  to  be 
presented;  that  the  total  amount  of  the  then  out- 
standing student  loans  to  which  the  Association’s 
guarantee  would  apply,  would  at  no  time  exceed 
sixty-five  (65%)  of  the  then  annual  budget;  and  that 
any  standard,  acceptable  printed  form  of  resolution 
required  by  the  Valley  National  Bank  be  consider- 
ed hereby  passed.” 


On  the  basis  of  this  authorization  and  the  current 
budget  for  the  year  1965  totaling  $171,000.00,  the  maxi- 
mum authorized  to  loan  for  the  year  1965  would  be 
$111,150.00.  Concluding  that  this  limitation  is  applicable 
to  VNB  Trust  Account  No.  170-04714  and  taking  into 
account  that  as  of  June  30,  1965  a total  sum  of  $43,031.- 
42  is  currently  outstanding,  including  an  amount,  au- 
thorized but  not  yet  disbursed,  the  maximum  authorized 
to  loan  as  of  June  30,  1965  totals  $68,118.58.  This  maxi- 
mum fund  authorized  is,  of  course,  subject  to  available 
funds. 

Funds  available  for  scholarship  grants  as  of  June  30, 
1965,  total  $8,590.59.  Such  authorized  grants  are  limited 
to  $500.00  per  applicant. 

AMAERF  Program 

Reviewed  for  information  of  the  Committee  was  a 
progress  report  through  December  31,  1964,  covering 
the  AMAERF  Medical  Education  Loan  Guarantee  Pro- 
gram. It  is  reported  that  the  number  of  loans  through 
such  sources  were  up  13%  over  the  previous  period,  from 
6,553  granted  in  1963  to  7,415  granted  in  1964.  Since 
March,  1962,  commencement  of  the  program,  through 
December  31,  1964,  a total  of  19,298  loans  were  ap- 
proved with  a principal  value  of  more  than  $22,000,- 
000.00.  In  1963,  Arizona  applicants  totaled  32  granted 
loans  in  the  principal  amount  of  $33,600.00;  in  1964 
Arizona  loans  totaled  30  for  a principal  amount  of 
$34,600.00.  Total  loans  to  Arizona  medical  student  ap- 
plicants since  March,  1962  to  June  30,  1964,  amounted 
to  sixty-four  for  a total  principal  amount  of  $68,700.00. 

More  than  $1,000,000.00  of  the  AMAERF  funds  bor- 
rowed ($22,284,088.00)  since  1962  had  been  repaid  by 
December  31,  1964.  A total  of  384  loans  worth  $405,- 
800.00  in  principal  amount  had  been  paid  in  full.  An- 
other 2,167  loans  were  in  the  process  of  being  repaid 
in  monthly  installments.  There  were  four  defaults  in 
1963  and  an  additional  18  in  1964.  Of  the  total,  ten 
were  caused  by  death  of  the  borrower  (Arizona’s  pro- 
gram requires  life  insurance).  AMAERF  has  purchased 
the  defaulted  notes  from  the  banks  involved  but  because 
two  of  these  borrowers  are  repaying  AMAERF  the  net 
loss  to  the  Guarantee  Fund  was  only  $31,055.00. 

MEDICAL  STUDENT  LOANS  GRANTED 

Following  review  of  applications,  recommendations 
and  medical  school  confirmations,  medical  student  loans 
were  granted,  subject  to  satisfactory  completion  of  all 
requirements: 

MEDICAL  STUDENT  LOAN  APPLICANT 
SPONSORSHIP 

Based  upon  experience,  it  was  determined  need  for 
Association  member  sponsorship  of  medical  student  ap- 
plicants granted  loans,  as  previously  suggested,  not 
presently  indicated.  Further  action  held  in  abeyance. 

COMMITTEE  MEETINGS 

Determined  that  future  meetings  of  this  Committee 
shall  be  scheduled  at  call  of  the  Chair.  It  was  agreed  that 
at  least  one  annual  meeting  should  be  held;  further,  that 
such  meeting  might  best  be  scheduled  either  the  latter 
part  of  August  or  early  September  at  which  time  all  ap- 
plications for  scholarships  in  hand  might  be  considered 
at  one  and  the  same  time,  just  prior  to  the  commence- 
ment of  the  medical  school  term  in  September.  With 
this  in  mind  it  was  further  determined  that  all  com- 
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pleted  applications  and  supporting  credentials  in  hand, 
received  in  the  interim  from  applicants  applying  for 
medical  student  loans,  shall  be  processed  by  mail  among 
the  members,  each,  following  review,  filing  in  writing 
their  approval  or  disapproval  thereof.  Each  such  loan 
granted  shall  be  recorded  in  the  minutes  of  the  meeting 
next  ensuing. 

OTHER  BUSINESS 

The  Chairman  called  attention  to  the  fact  that  the 
Internal  Revenue  Service  has  ruled  that  in  certain  in- 
stances the  interest  paid  on  loans  for  the  purpose  of 
financing  life  insurance  premiums,  is  not  deductible. 
Bank  clarification  is  suggested  so  that  each  loan  applicant 
can  be  apprised  of  the  circumstances  as  it  may  apply  to 
his  individual  case. 

Following  review  by  the  attorneys  for  Valley  National 
Bank,  trustee  for  the  medical  student  loan  account  of 
this  Association,  it  is  the  belief  that  the  Bank  does  not 
have  a duty  or  obligation  to  apprise  its  customers  of  the 
tax  consequences  of  interest  paid  and  the  manner  in 
which  it  is  to  be  reported  on  their  income  tax  returns. 
This  is  a personal  matter  between  the  taxpayer  and  IRS. 
It  is  doubtful  this  is  the  type  of  thing  IRS  is  looking  for 
in  regard  to  deducting  interest  paid  on  money  borrowed 
to  pay  insurance  premiums.  Probably  it  is  looking  for 
the  type  of  individual  who  borrows  an  amount  specifical- 
ly for  the  purpose  of  paying  a premium,  and  for  no  other 
purpose.  In  the  matter  of  medical  education  loans,  the 
student  is  using  the  money  primarily  for  his  education, 
and  only  incidentally  to  pay  a premium  on  some  small 
amount  when  it  becomes  due.  Misinterpretation  of  such 
advice  might  lead  to  further  complications. 

In  regard  to  the  tax  status  of  cash  scholarship  awards, 
it  is  the  understanding  of  the  Chairman  that  such  an 
award  must  specifically  restrict  the  use  of  the  money  to 
the  paying  of  tuition,  matriculation,  cost  of  books,  etc., 
related  to  the  aid  of  the  student  in  pursuing  his  studies. 
If  such  restrictions  are  not  specifically  outlined  in  the 
scholarship  award,  the  amount  is  taxable  to  the  re- 
cipient as  ordinary  income. 

Reviewed  by  counsel  of  the  Association,  it  is  the 
opinion  that  our  (Association)  awards  are  not  taxable. 
The  Internal  Revenue  Code  of  1954  contains  a specific 
provision  witli  respect  to  scholarship  and  fellowship 
grants  (gross  income  does  not  include  any  amount  re- 
ceived as  a scholarship  at  an  educational  institution,  or 
as  a fellowship  grant).  It  is  concluded  that  if  a student  is 
enrolled  in  a university  as  a candidate  for  a degree  and 
receives  a scholarship  or  fellowship  granted  by  the  Ari- 
zona Medical  Association,  and  is  not  required  to  do  any 
work  to  get  this  money,  then  the  funds  granted  to  him 
will  not  be  taxable. 

The  Chairman  expressed  doubt  as  to  the  latter  con- 
clusion. He  will  re-review  his  source  data  believing  the 
warning  originated  from  IRS  rules  and/or  regulations 
adopted  applicable  to  the  law.  If  so  indicated,  counsel 
for  the  Association  will  again  be  contacted  for  further 
consideration  and  possibly  the  drafting  of  a suitable 
statement  to  be  included  in  the  notification  of  grant  to 
the  recipient. 

MEETING  ADJOURNED  AT  12:07  P.  M. 

Charles  E.  Henderson,  M.D. 

Secretary 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Barar.owski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091 
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Tar  Gard  Exhibit,  94th  Annual  Meeting,  California  Medical  Association 
San  Francisco,  March  28-31, 1965 


Report  on  Tar  Gard  Exhibit,  California  Medical  Association,  94th  Annual  Meeting 


What  does  a racing  car  have  to  do  with  Tar  Gard? 

This  was  the  first  question  asked  by  most  of  the 
attending  physicians. 

They  both  benefit  from  the  principle  of  the  Venturi 
tube:  “A  convergent-divergent  duct  in  which  the 
pressure  energy  of  an  air  stream  is  converted  into 
kinetic  energy  by  the  acceleration  through  the  nar- 
row part  of  the  wasp-waisted  passage.”  — common 
applications:  the  automobile  carburetor,  Ehrlen- 
meyer  suction  jar,  the  bedside  respirator  used  in 
critical  respiratory  management,  and  Tar  Gard. 

In  Tar  Gard,  the  accelerated  (approximately  200 
m.p.h.)  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  amount  of  tar  captured 
by  Tar  Gard  was  dramatically  demonstrated  at  the 
meeting  by  means  of  a smoking  machine  set  to 
simulate  an  average  smoking  pattern. 

Physician  reaction:  The  general  reaction  of  phy- 
sicians who  witnessed  the  quantity  of  tar  trapped 
from  just  one  cigarette  was  that  Tar  Gard  makes 
a convincing  case  against  cigarettes-that  it  is  best 
for  patients  to  stop  smoking.  But,  if  they  insist  on 
persisting,  perhaps  Tar  Gard  can  afford  a signif- 


icant degree  of  protection  which  is  otherwise  un- 
available to  smokers. 

See  for  yourself  the  amount  of  tar  captured  by 
Tar  Gard  from  just  one  filter  cigarette.  If  you  have 
not  already  received  a complimentary  Tar  Gard, 
simply  fill  in  the  coupon  and  mail  it  to  TAR  GARD, 
2 Pine  Street,  San  Francisco. 

After  you’ve  seen  it  used,  we  think  you'll  agree 
that  Tar  Gard  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 

Address 

City State Zip 


October,  1965 


769 


MBpgfgffi 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


g ene  raf  psyc  hi  a t 
psyc  h o 'an&Mtik MfiMf 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


STABILITY 
'SATISFACTION 
SERVICE 

For  Complete 
Information,  Contact: 

'CHARLES  A.  DeLEEUW 

PHOENIX 

3424  N.  Central  Ave.  266-2403 

RONALD  E.  DEITRICH 

TUCSON 

5201  N.  Oracle  Rd 
297-1158 


A STATEWIDE  PROTECTION  PROGRAM 

12  YEARS  OF  PROFESSIONAL  PREFERENCE  IN  ARIZONA 

ADMINISTRATION  ON  A PERSONALIZED,  LOCAL  BASIS 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
Injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power’’ 


SECURITY 


Now  $1,000 

up  to  SoOO  Monthly  Income  Benefit  Available 

00/*l  Accidental  Death  & Dismemberment  Plan 
UP  TO  ^IWv/vUU  Also  available  for  members  and  wives. 


Underwritten  by 

national  Casualty  Company 

of  Detroit,  Michigan 


APPROVED  AND  RECOMMENDED  BY  THE 
MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

for  members  of 

The  Arizona  Medical  Association,  Inc. 
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Vm  coauloI  oJMmpkem 


of  Camelback  Hospital 
is  one  of  relaxed  Western  living. 

Looking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area. 

The  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


\m\m  nusp 

5055  North  34th 
AMherst 
PHOENIX,  A 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSY 

A Non-Profit  Co: 


|_ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIZ 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 

26S01J 


THE  DIAGHOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M-D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 


NOW 

AVAILABLE 

HANDSOME,  DURABLE  WHITE  & GOLD  VINYL 
COVERED  BINDERS  TO  PRESERVE  PAST  ISSUES 
OF  ARIZONA  MEDICINE.  EACH  BINDER  HOLDS 
UP  TO  TWELVE  ISSUES 


> frizona  fjcdieinc 

p.o.  box  128  Scottsdale,  arizona  85252 
PLEASE  SEND BINDERS- 

- Name 

Address : 


I understand  that  I will  be  billed  for  these. 


ORDER  YOURS  TODAY 


ONLY 

$300 


EACH 
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TRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
lobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy, 
he  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
ogic  stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  lOmg. 

Niacinamide  lOOmg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2mg. 

Vitamin  Bi  2 Crystalline  4mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder’1 
jars  of  30  (one  month's  supply)  and  100 
(three  months'  supply) 


-EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


low,  nou>,  Mrs.  Forsythe , we’ ve  never  lost  a cold  patient  yet. 

■hen  she's  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
out  her  condition. 

ie  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

jvahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
jic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
d repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

;e  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 


lution  patients  who  operate  machinery  or  motor  vehicles 
at  drowsiness  may  result. 

ch  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
loride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

TMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


MfflFlf 

For  relief  of  nasal  congestion. 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K* 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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ORIGINAL  ARTICLES 


The  Exfoliative  Cytology  of  Cancer  Exclusive 
of  the  Female  Genital  Tract 


Although  the  importance  cf  diagnostic  cytology  in  cancer  of 
the  uterus  is  fully  accepted,  the  general  application  of  the  method 
for  cancer  diagnosis  has  not  gained  wide  acceptance.  The  author 
summarizes  the  usefulness  and  limitations  of  ex.oliative  cytology 
for  the  diagnosis  of  cancer  of  the  various  organ  systems  other  than 
the  female  genital  tract.  The  importance  of  proper  techniques  in 
collecting  and  processing  the  various  types  of  specimens  is 
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JT INCE  Papanicolaou  and  Traut1  introduced 
I exfoliative  cytology  for  the  early  diagnosis 
of  cervical  carcinoma,  the  test  has  been  widely 
used  all  over  the  world  and  its  great  value  has 
been  generally  recognized.  Because  of  its  suc- 
cess in  reducing  the  mortality  of  cervical  car- 
cinoma, it  seemed  logical  to  extend  exfoliative 
cytology  to  other  areas  where  early  diagnosis  of 
cancer  seemed  desirable.  Our  own  laboratory 
has  studied  this  problem  as  part  of  a Project 
Grant  of  the  National  Cancer  Institute  under 
the  title,  “Comparative  Human  Exfoliative  Cy- 
tology.’2 It  also  has  been  made  the  subject  of 
an  extensive  symposium  in  which  experts  from 
various  parts  of  the  world  participated.  In  this 
symposium,  which  included  data  on  over  2,000 
cancers  from  regions  other  than  the  female 
genital  tract,  1764,  or  87.4  per  cent  were  diag- 
nosed by  methods  of  exfoliative  cytology.  The 
symposium  emphasized  particularly  the  high 
specificity  of  exfoliative  cytology,  with  false 
positives  varying  from  15.5  to  0.3  per  cent  de- 
pending upon  the  area  examined.3  This  article 
will  deal  primarily  with  the  problems  we  are 
faced  with  when  exfoliative  cytology  is  utilized 
for  the  diagnosis  of  malignancies  arising  in 
organs  other  than  the  female  genital  tract. 

Our  material  was  derived  from  eleven  sources : 
Cancer  of  the  respiratory  tract  was  studied  by 
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examining  sputum  and  bronchial  lavage  speci- 
mens. Cancer  of  the  upper  gastrointestinal  tract 
was  studied  by  examination  of  gastric  juice,  gas- 
tric lavage  specimens,  and  specimens  obtained 
by  duodenal  lavage.  Cancer  of  the  colon  and 
rectum  was  studied  by  examining  mucosal  scrap- 
ings of  lesions  visualized  by  proctoscopy  and 
sigmoidoscopy  and  examination  of  colon  lavage 
specimens.  Cancer  of  the  urinary  system  in- 
cluding the  prostrate  was  studied  by  examining 
the  urine  and  the  secretion  obtained  by  prostatic 
massage.  Cancer  of  the  serous  cavities  was 
studied  by  examination  of  the  cells  contained  in 
transudates  and  exudates.  Cancer  of  the  oral 
cavity  was  studied  by  examination  of  scrapings 
of  oral  lesions,  saliva  specimens,  and  specimens 
obtained  by  oral  lavage.  Cancer  of  the  breast 
was  studied  by  examination  of  nipple  secretions 
and  needle  aspirations  of  solid  and  cystic  breast 
tumors.  Cancer  of  the  skin  was  studied  by  ex- 
amining aspiration  specimens  from  suspected 
skin  lesions.  Cancer  metastasizing  to  lymph 
nodes  and  various  types  of  solid  and  cystic 
tumors  were  studied  by  means  of  needle  aspira- 
tions. Cancer  of  the  brain  was  studied  by  ex- 
amining the  cells  of  the  spinal  fluid  or  by  the 
cytology  of  needle  aspirations  during  brain  sur- 
gery. Cancer  cells  in  the  peripheral  blood  were 
studied  by  examining  venous  and  arterial  blood 
as  well  as  blood  draining  from  the  tumor  site 
during  surgrey.  The  total  number  of  patients 
studied  by  this  method  exceeded  200,000. 

We  utilized  the  methods  of  exfoliative  cytol- 
ogy for  lesions  of  the  respiratory  tract,  the  gas- 
trointestinal tract,  the  colon,  the  urinary  system, 
the  serous  cavities,  the  breast,  the  peripheral 
blood,  and  the  central  nervous  system.  The 
methods  of  abrasive  cytology  were  used  for 
lesions  of  the  mouth,  the  rectum,  the  skin,  and 
superficial  lesions  of  the  nipple.  The  methods 
of  aspiration  cytology  were  utilized  for  lesions 
of  the  lymph  nodes,  bone  marrow,  and  solid  or 
cystic  tumors  of  the  breast,  neck,  and  other  sub- 
cutaneous areas,  as  well  as  for  palpable  tumors 
of  the  liver  and  retroperitoneal  region,  and  for 
brain  tumors. 

For  microscopic  examination  the  material  was 
prepared  in  the  form  of  cell  smears,  cell  blocks, 
and  cell  filtrates.  Cell  smears  were  used  in  all 
preparations  where  little  fluid  and  few  cells 
were  available.  This  included  among  others  all 
preparations  from  abrasive  cytology  and  needle 
aspirations.  Cell  blocks  were  prepared  from 


specimens  with  much  fluid  and  many  cells.  It 
proved  especially  useful  for  examination  of 
sputum  and  the  serous  fluids.  Cell  filtrates  with 
the  Millipore  filter  were  used  for  specimens  with 
much  fluid  and  few  cells.  It  proved  especially 
useful  for  the  examination  of  urine,  lavage  spe- 
cimens from  the  stomach  and  colon,  peripheral 
blood,  and  spinal  fluid.  From  many  specimens 
cell  preparations  were  made  by  all  three 
methods.  The  specimens  were  first  screened  by 
our  screening  staff,  who  differentiated  between 
normal  cells  and  abnormal  cells.  Specimens  con- 
taining abnormal  cells  were  then  checked  by  ex- 
perienced cytotechnologists,  who  separated  de- 
generated cells,  cells  bearing  the  stigma  of  in- 
flammation and  dysplastic  or  dyskaryotic  cells 
from  cells  suggestive  of  cancer.  Their  findings 
were  then  checked  and  confirmed  by  our  cyto- 
pathologists.  In  our  reports  we  did  not  adhere 
to  Papanicolau’s  classification  but  preferred  a 
descriptive  report  of  the  various  cells  seen,  with 
a final  conclusion  as  to  the  probable  nature  of 
the  pathologic  process.  No  attempt  was  made 
to  distinguish  between  carcinoma  in  situ  and  in- 
vasive carcinoma  since  this  problem  in  most  or- 
gans was  not  as  pressing  as  it  is  in  the  examina- 
tion of  cervical  lesions.  We  always  insisted  on 
biopsy  confirmation  of  our  reports  suggestive  of 
cancer. 

For  cancer  of  the  respiratory  tract  we  have 
found  examination  of  the  sputum  very  success- 
ful. We  agree  fully  with  Russell’s4  experience 
that  the  accuracy  of  sputum  examination  in- 
creases with  the  number  of  sputa  examined,  and 
we  usually  examined  three  cell  smears  of  three 
consecutive  sputa,  or  up  to  ten  cell  smears  from 
a 24-hour  sputum  sample  collected  in  dilute 
alcohol.  The  preparation  of  cell  blocks  also 
proved  especially  satisfactory  in  very  cellular 
specimens.  Bronchial  washings  were  used  pri- 
marily for  the  purpose  of  localizing  the  tumor 
in  a specific  section  of  the  right  or  left  lung.  In 
order  to  recognize  a sputum  coming  from  the 
bronchial  tree  and  distinguish  it  from  a so-called 
mouth  specimen  containing  only  saliva,  alveolar 
cells  as  well  as  normal  bronchial  epithelium 
must  be  present.  Since  we  have  not  done  spu- 
tum examinations  on  apparently  healthy  pa- 
tients, we  have  not  used  expectorants,  such  as 
the  aerosols  recommended  by  Bickerman,  Sproul 
and  Barach.5  Our  accuracy  in  cancer  diagnosis 
in  445  sputa  from  patients  with  confirmed  lung 
cancer  was  91.2  per  cent.  Our  accuracy  on  sputa 
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of  patients  without  evidence  of  malignant  lung 
disease  was  98.5  per  cent.  Of  the  various  types 
of  pulmonary  cancer  we  were  able  to  distinguish 
squamous  cell  carcinoma  of  the  bronchus,  col- 
umnar or  oat  cell  type  of  carcinoma,  and  adeno- 
carcinoma. Metastatic  lung  lesions  could  be 
recognized  by  the  appearance  of  malignant  cells 
in  the  sputa  of  patients  with  choriocarcinoma, 
renal  cell  carcinoma,  and  chondrosarcoma.  On 
the  basis  of  our  experience  we  agree  that  cyto- 
logic examination  of  sputa  and  bronchial  wash- 
ings on  patients  with  suspected  lung  pathology 
is  accurate  and  rewarding.  We  do  not  recom- 
mend it,  however,  as  a screening  method  of 
apparently  healthy  patients  since  a positive  or 
suspicious  diagnosis  must  be  supported  by  radio- 
logic  evidence  of  a lesion  in  order  that  rational 
therapy  may  be  instituted.  However,  we  feel 
that  the  appearance  of  metaplastic  bronchial 
epithelium  in  the  sputa  of  patients  addicted  to 
excessive  smoking  may  well  be  utilized  as  a 
warning  signal  to  induce  the  patient  to  give  up 
smoking,  and  for  this  reason  periodic  sputum 
study  of  these  patients  may  be  advocated. 

The  cytologic  study  of  lesions  of  the  esopha- 
gus and  stomach  was  performed  on  gastric  juice 
of  the  fasting  patient,  which  we  collected  in  ice- 
cold  95  per  cent  alcohol  to  interrupt  the  action 
of  digestive  enzymes.  This  was  often  supple- 
mented by  gastric  lavage  with  saline  solution, 
which  also  was  collected  in  ice-cold  alcohol.  Of 
50  gastric  neoplasms  we  obtained  43  positive 
or  suspicious  smears,  giving  us  an  accuracy  of 
86  per  cent.  Our  cytologic  findings  were  more 
accurate  in  carcinoma  of  the  esophagus,  since 
malignant  squamous  cells  are  more  conspicuous 
and  resist  enzyme  digestion  better.  We  also 
were  successful  in  several  instances  in  recogniz- 
ing malignant  cells  of  bronchogenic  carcinoma 
in  patients  who  apparently  swallowed  their 
sputum.  The  cytologic  diagnosis  of  duodenal 
secretion  was  difficult  because  of  the  difficulty 
in  passing  the  tube  through  the  pyloric  canal. 
Raskin  et  al,e  reported  positive  cytology  in  50 
cases  of  malignancies  arising  in  the  pancreas  and 
bile  ducts. 

Cancer  of  the  colon  and  rectum  is  undoubt- 
edly the  most  common  tumor  of  the  gastroin- 
testinal tract  and  its  high  death  rate  can  be  ex- 
plained by  the  long  and  symptomless  period  of 
growth  of  these  malignancies.7  From  18,000 
proctoscopies  and  sigmoidoscopies  performed 


as  a screening  method  on  patients  admitted  to 
the  hospital  for  various  reasons,  Knoernschild8 
discovered  228  malignant  lesions,  of  which  132 
could  be  actually  visualized  with  the  sigmoido- 
scope. Smears  taken  from  these  lesions  had  an 
accuracy  of  only  79  per  cent  and  proved  defi- 
nitely inferior  to  biopsies  taken  through  the 
sigmoidoscope.  Tumors  of  the  colon  located 
beyond  the  reach  of  the  sigmoidoscope  were 
examined  by  the  method  of  high  colonic  lavage 
with  cytologic  examination  of  the  lavage  fluid. 
Emphasis  was  placed  upon  a perfect  technique 
of  the  cleansing  enemas  with  a thorough  mas- 
sage of  the  abdomen  during  the  lavage  enema 
in  order  to  enhance  exfoliation.  Using  the 
Millipore  technique,  we  were  able  to  recognize 
cytologically  106  of  129  cases  of  proven  malig- 
nant tumors  of  the  colon  beyond  the  sigmoid, 
giving  an  accuracy  of  82.2  per  cent.  Our  num- 
ber of  false  positives  was  quite  low  and  mainly 
restricted  to  patients  with  ulcerative  colitis.  We 
feel  that  cytologic  examination  of  the  colon  by 
the  lavage  method  should  be  utilized  as  an  ad- 
junct in  determining  the  character  of  doubtful 
lesions  demonstrated  in  the  barium  enema. 


For  the  cytologic  examination  of  urine  we 
used  fresh  urine  specimens  collected  in  an  equal 
amount  of  95  per  cent  alcohol  which  were  first 
filtered  through  a 37  /x  sieve.  The  sieve  will 
retain  most  of  the  cells.  The  cells  were  then 
washed  off  with  a 50  per  cent  alcohol-saline 
mixture  and  collected  on  a 5 /x  size  Millipore 
filter.  Our  accuracy  in  57  cases  of  bladder 
tumors  was  86  per  cent,  and  our  attempt  at  us- 
ing this  method  as  a screening  procedure  on 
8,000  patients  without  urinary  symptoms  failed 
to  discover  a single  tumor.  It  seems  therefore 
that  symptomless  malignant  or  premalignant 
lesions  are  much  less  frequently  encountered, 
and  that  population  screening  for  the  detection 
of  occult  carcinoma  of  the  urinary  tract  seems 
a fruitless  undertaking.  In  a more  recent  study 
restricted  to  the  urine  specimens  of  geriatric 
patients,  we  found  numerous  atypical  cell  types 
nature  of  which  is  still  not  understood.  Four- 
teen patients  with  advanced  prostatic  carcinoma 
exfoliated  cells  into  the  urine  without  preceding 
prostatic  massage.  Three  out  of  three  carcinomas 
arising  in  the  renal  pelvis  could  be  recognized 
cytologically  in  urine  obtained  by  ureteral 
catheterization. 
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Our  technique  for  the  examination  of  transu- 
dates and  exudates  from  the  serous  cavities  uti- 
lized smears,  cell  blocks,  and  Millipore  filtra- 
tion. Immediate  refrigeration  of  the  fluid  is 
necessary  to  preserve  the  cells  and  permit  their 
sedimentation.  Our  accuracy  in  recognizing 
malignant  cells  in  the  serous  cavities  in  359 
fluids  from  cases  of  confirmed  cancer  was  89.7 
per  cent.  It  was  higher  in  the  group  of  pleural 
fluids  than  in  ascites  fluid.  Cell  blocks  gave 
more  reliable  results  and  are  to  be  preferred  if 
only  one  method  of  examination  is  chosen.  Our 
accuracy  in  confirmed  negative  cases  was  only 
90.9  per  cent,  which  can  be  explained  by  the 
difficulty  in  differentiating  cancer  cells  from 
atypical  mesothelial  cells  present  in  transudates 
of  patients  with  liver  cirrhosis  and  congestive 
heart  failure.  In  addition  to  the  diagnosis  of 
malignant  cells,  it  was  sometimes  possible  to 
aid  the  clinician  by  suggesting  the  site  of  pri- 
mary cancer  which  may  have  been  clinically  ob- 
scure. Thus  we  were  able  to  recognize  metastatic 
melanoma,  renal  cell  carcinoma,  and  testicular 
tumors.  Among  64  cases  of  occult  primary  tu- 
mors we  could  make  the  correct  diagnosis  of  the 
origin  of  the  primary  tumor  on  the  basis  of  the 
cytologic  appearance  of  the  malignant  cells  in 
tissue  fluids  in  42  cases.  In  nine  cases  we  found 
cells  different  from  the  clinically  diagnosed  tu- 
mor and  thus  could  suggest  the  presence  of  a 
secondary  primary  cancer. 

The  cytologic  examination  of  oral  lesions  has 
been  pioneered  by  Sandler,9  who  has  recom- 
mended this  method  to  the  dental  profession  as 
a means  of  diagnosing  early  cancer  of  the  mouth. 
We  prepared  smears  by  gently  scraping  any  vis- 
ible lesion  of  the  mouth  with  a small  wooden 
spatula,  fixing  the  smears  immediately  in  95 
per  cent  alcohol,  and  staining  by  the  Papanico- 
laou method.  Our  accuracy  in  confirmed  cases 
of  oral  cancer  exceeded  even  that  in  tumors  of 
the  uterine  cervix,  and  15  per  cent  of  our  mal- 
ignancies were  not  suspected  clinically.  The  vari- 
ous types  of  squamous  cell  carcinoma,  from  the 
most  differentiated  forms  arising  in  the  tongue 
to  the  least  differentiated  arising  in  the  tonsillar 
area,  could  be  well  recognized  by  the  character- 
istic cell  types.  Even  tumor  cells  from  parotid 
gland  tumors  could  be  found  in  the  saliva.  The 
method  carries  a high  percentage  of  specificity 
and  definitely  belongs  to  the  standard  diagnostic 
procedures  of  oral  pathology. 


The  cytologic  examination  of  nipple  secretions 
for  the  diagnosis  of  diseases  of  the  nonlactating 
female  breast  was  advocated  by  Papanicolaou  et 
al.10  in  1958.  The  appearance  of  a nipple  secre- 
tion usually  suggests  an  inflammatory  or  neo- 
plastic process  involving  the  larger  ducts  of  the 
breast.  If  a crusted  nipple  reveals  the  presence  of 
some  dried  discharge,  a new  discharge  could 
usually  be  produced  by  firmly  massaging  the 
breast  toward  the  nipple  region.  Smears  were 
prepared  by  touching  the  discharging  nipple 
with  a clean  slide.  The  smears  were  fixed  im- 
mediately and  stained  by  the  Papanicolaou  meth- 
od. Inflammatory  cells,  red  blood  cells,  and  nor- 
mal duct  cells  could  be  easily  recognized.  Foam 
cells  usually  indicate  the  presence  of  fibrocystic 
disease.  Clumps  of  small  duct  cells  indicate  intra- 
ductal papillomas.  Malignant  duct  cells  are  char- 
acterized by  their  large  size  and  the  marked 
hyperchromatism  of  the  nuclei.  Twenty-three 
cases  of  intraductal  carcinoma  without  palpable 
tumor  and  two  cases  of  Paget’s  disease  of  the 
nipple  could  be  recognized  by  this  method, 
which  also  produced  99.7  per  cent  correct  nega- 
tive results  in  316  cases  of  benign  breast  tumors. 
We  feel  therefore  that  the  cytologic  examina- 
tion of  a nipple  discharge  represents  a worth- 
while diagnostic  tool  in  the  recognition  of  early 
breast  cancer.  In  cases  of  solid  and  cystic  tumors 
of  the  breast  without  nipple  discharge  needle 
aspirations  are  advised. 

It  seemed  obvious  to  us  that  skin  lesions  might 
offer  a good  object  for  cytologic  examination. 
Material  was  obtained  by  aspirating  the  con- 
tents of  blisters  or  scraping  ulcerated  skin  le- 
sions with  a sterile  knife  blade.  It  is  important 
that  the  crust  which  usually  covers  the  skin  le- 
sion, together  with  the  adherent  keratin,  be  re- 
moved by  gentle  scraping,  and  care  must  also 
be  taken  to  avoid  excessive  hemorrhage,  which 
may  make  cytologic  examination  difficult.  Be- 
cause of  these  difficulties  our  results  were  not  as 
good  as  we  had  hoped  for.  We  found  the  method 
only  of  value  in  the  recognition  of  small  basal 
cell  carcinomas,  where  we  found  small  clumps 
of  atypical  oval  or  round  basal  cells  with  dark 
pyknotic  nuclei.  The  recognition  of  squamous 
cell  carcinoma  of  the  skin  was  usually  made  dif- 
ficult by  the  masses  of  overlying  keratin  and 
degenerated  highly  keratinized  tumor  cells.  We 
found  the  method  useless  for  the  recognition  of 
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benign  lesions  of  the  skin,  including  viral  infec- 
tions.11 

The  cytologic  examination  of  material  ob- 
tained by  needle  aspiration  has  long  been  ad- 
vocated by  neuropathologists  for  the  rapid  diag- 
nosis of  brain  tumors.  It  also  can  be  recom- 
mended as  a fast  and  fairly  accurate  diagnostic 
method  for  other  sites  where  the  aspirated  ma- 
terial is  too  small  for  the  preparation  of  frozen 
or  paraffin  sections.12  It  supplements  the  diag- 
nostic potential  of  the  needle  aspiration  biopsy 
and  can  be  used  in  all  cases  where  solid  or  cys- 
tic tumors  can  be  recognized  by  palpation  or  ex- 
ploratory laparotomy.  Because  of  the  narrow 
gauge  of  the  needle  necessary  to  obtain  material 
for  cytologic  examination,  it  produces  no  hemor- 
rhage and  little  pain.  Aspirated  cyst  fluid  was 
centrifuged  for  the  preparation  of  smears  or,  if 
possible,  cell  blocks.  The  cytologic  examina- 
tion of  needle  aspirations  is  quite  difficult  and 
demands  great  skill  and  experience  by  the  cyto- 
pathologist.  A negative  aspiration  by  no  means 
excludes  the  presence  of  a malignant  tumor, 
while  a positive  result  has  a high  diagnostic 
significance.  One  of  the  best  applications  of 
needle  aspiration  was  the  recognition  of  tumor 
cells  in  enlarged  lymph  nodes,  breast  tumors, 
and  in  tumors  of  the  salivary  glands.  In  lymph 
nodes  metastatic  carcinoma  was  not  difficult  to 
recognize  since  the  malignant  cells  were  usually 
quite  outstanding.  In  contrast  to  this,  the  diag- 
nosis of  lymphoma  by  needle  aspiration  was  ex- 
tremely difficult  and  should  not  be  attempted. 
Other  diseases  of  lymph  nodes,  such  as  Boeck’s 
sarcoid,  infectious  mononucleosis,  and  tubercu- 
losis, could  also  be  recognized  by  their  specific 
cytology.  The  aspiration  of  solid  breast  tumors 
was  positive  in  24  out  of  24  carcinomas  of  the 
breast,  while  in  31  of  38  cases  of  benign  parotid 
gland  tumors  and  in  8 of  9 malignant  parotid 
gland  tumors  the  correct  diagnosis  was  made 
cytologically.  We  have  also  been  successful  in 
the  cytologic  interpretation  of  needle  aspirations 
of  tumor  involving  the  bone  marrow,  the  liver, 
spleen  and  brain.  We  have  been  largely  unsuc- 
cessful in  the  diagnosis  of  soft  tissue  tumors 
including  sarcoma. 

The  search  for  malignant  cells  in  the  spinal 
fluid  has  never  enjoyed  much  popularity,  al- 
though Naylor"  quotes  90  publications  describ- 
ing the  appearance  of  neoplastic  cells  in  about 
260  cases.  He  himself  found  tumor  cells  in  26 


cases  of  102  confirmed  neoplasms  for  an  accur- 
acy of  25.5  per  cent.  Kmetz14  in  our  laboratory 
utilized  the  Millipore  filtration  technique  for 
spinal  fluid  and  reported  a diagnostic  accuracy 
of  approximately  66  per  cent  in  a small  series  of 
neuroblastomas  in  children. 

Of  considerable  interest  in  recent  years  has 
been  the  demonstration  of  malignant  cells  in  the 
peripheral  blood,  and  many  attempts  have  been 
made  to  relate  their  presence  to  the  type  of 
surgery  or  chemotherapy  and  to  explore  their 
prognostic  value  with  regard  to  the  cancer 
patient."  Difficulties  in  isolating  tumor  cells 
from  the  other  formed  elements  of  the  blood 
and  in  differentiating  them  from  other  atypical 
cells  which  may  appear  at  times  in  the  blood 
stream  of  normal  individuals  account  for  the 
great  discrepancies  in  the  literature,  with  re- 
ports varying  from  3 to  90  per  cent  of  cancer 
patients  with  malignant  cells  in  their  blood 
streams.  Our  laboratory  has  studied  this  prob- 
lem for  the  past  three  years  and  has  evaluated 
all  available  methods,  either  on  cadaver  blood 
from  patients  dying  of  disseminated  cancer  or 
on  blood  seeded  with  recognizable  and  pre- 
stained cancer  cells  obtained  by  tissue  culture. 
Tumor  cells  could  be  demonstrated  in  34.2  per 
cent  of  cadavers  of  cancer  patients  and  all  but 
two  of  these  showed  widespread  metastasis. 
Comparison  of  the  four  widely  used  techniques 
for  the  isloation  of  cancer  cells  in  the  peripheral 
blood  showed  that  the  four  methods  were  ap- 
proximately equally  effective.16  The  rate  of 
recovery  of  seeded  cells  in  fresh  blood  varied 
between  15  and  86.3  per  cent  of  the  seeded 
cells,17  with  the  highest  rate  of  recovery  being 
achieved  with  the  saline  wash  method  described 
by  West.18  Cytologic  studies  in  a series  of  pa- 
tients with  carcinoma  of  the  lung  showed  a more 
constant  finding  of  malignant  or  suspicious  cells 
in  the  regional  venous  blood  obtained  at  sur- 
gery as  compared  to  peripheral  blood  drawn 
from  the  cubital  vein.19  The  importance  of  dif- 
ferentiating malignant  cells  from  endothelial 
cells  or  megakaryocytes  which  are  uncommon 
findings  in  the  average  blood  smear  has  been 
stressed  by  Alexander  and  Spriggs20  and  poses 
difficulties  to  the  hematologist  as  well  as  to  the 
cytopathologist.  The  use  of  the  fluorscence  mi- 
croscope as  advocated  by  Pimenta  de  Mello21  is 
not  recommended  since  normal  blood  cells  often 
also  show  a high  degree  of  fluorescence.  The 
use  of  the  Wright-Giemsa  stain,  with  which  the 
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hematologist  is  so  familiar,  poses  new  problems 
for  the  cytopathologist,  who  is  accustomed  to 
the  Papanicolaou  stain,  and  vice  versa.  For  this 
reason  we  feel  that  the  warning  published  by 
the  Committee  on  Circulating  Cancer  Cells  in 
196322  is  still  valid,  and  that  much  caution  should 
be  used  in  the  clinical  interpretation  of  cyto- 
logic data  available  on  this  subject. 

Summary  and  Conclusions 

1.  The  methods  of  clinical  cytology  (exfolia- 
tive, abrasive,  and  aspiration  cytology ) have 
been  applied  for  the  diagnosis  of  cancer  ex- 
clusive of  the  female  genital  tract.  The  accuracy 
varied  from  a very  low  and  inaccurate  25  per 
cent  to  a high  of  98  per  cent.  The  specificity 
of  the  various  methods  in  patients  without  can- 
cer varied  from  93  to  100  per  cent. 

2.  The  principal  difficulties  in  applying  the 
Papanicolaou  technique  to  cancer  of  other  or- 
gan systems  were:  (1)  the  technique  in  obtain- 
ing specimens  from  some  tumor  sites;  (2)  the 
recognition  of  malignant  cells  of  some  malignant 
tumors  and  (3)  the  clinical  localization  of  the 
cancer  after  a positive  report  has  been  rendered. 

3.  On  the  basis  of  our  experience  with  over 
200,000  patients,  including  2,000  patients  with 
cancer,  we  feel  that  the  methods  of  clinical  cy- 
tology for  the  recognition  of  malignant  tumors 
can  be  considered  as  valuable  for  cancer  of  the 
respiratory  tract,  the  oral  cavity,  the  bladder, 
the  serous  cavities,  and  metastatic  cancer  in 
lymph  nodes.  The  methods  of  clinical  cytology 
still  have  questionable  value  for  the  diagnosis 
of  cancer  of  the  esophagus,  stomach,  pancreas 
and  bile  ducts,  skin,  kidney,  prostrate,  and 
breast.  The  value  of  exfoliative  cytology  for 
the  diagnosis  of  circulating  cells  in  the  peripheral 


blood  and  for  malignant  cells  in  the  spinal  fluid 
cannot  yet  be  reliably  estimated. 
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The  American  Cancer  Society  has  "Loan  Closets"  with  hospital 
beds,  wheelchairs  and  other  sickroom  supplies  available  to  cancer 
patients  free  of  charge.  This  equipment  is  located  in  twenty-six 
Arizona  communities. 
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The  Epidemiology  of  Cancer 


James  P.  Cooney,  M.D. 


The  study  of  the  epidemiology  of  cancer,  now  in  its  infancy,  can  be 
expected  to  provide  a vast  amount  of  important  information  in  the  future, 
as  is  pointed  out  in  this  thought-provoking  paper. 


IF  IT  WERE  practical,  all  cancer  research  in- 
stitutions would  have  a large  sign  over  the 
visitors’  door  to  their  laboratories  reading:  “Epi- 
demiology” instead  of  “Entrance.”  This  would 
serve  to  remind  us  that  epidemiology  is  the  door- 
way to  a vast  area  of  cancer’s  causes.  It  can  tell 
us  how  many  get  cancer,  how  they  may  differ 
from  others,  or  what  is  different  about  those  who 
don’t  get  cancer,  and  what  are  the  conditions  that 
contribute  to  the  start  of  the  disease  that  kills 
some  two  million  people  throughout  the  world  in 
a single  year. 

We  have  found  that  properly  trained  “sleuths” 
who  are  competent  to  gather  and  interpret  statis- 
tics have  unearthed  much  significant  information 
on  how  cancer  affects  various  human  beings  in 
different  environments. 

Statistical  research  of  disease  is  now  a highly 
respected  and  effective  science,  despite  some 
cynics  who  believe  we  are  turning  our  thinking 
over  to  electronic  computers.  Unfortunately  there 
are  still  some  who  contend  that  figures  don’t  lie, 
but  liars  do  figure.  One  cynical  physician  who 


believes  there  are  no  real  facts  in  figures,  sup- 
ports his  view  by  arguing  that  when  a woman 
gives  birth  nine  months  after  her  first  visit  to 
the  doctor’s  office  it  does  not  mean  necessarily 
that  the  doctor  is  the  father  of  her  child.  This  dis- 
tortion of  logic,  fortunately,  is  not  widespread. 

Much  that  we  now  know  about  cancer  and 
about  other  diseases  has  been  obtained  through 
the  study  of  large  population  groups.  Many  car- 
cinogenic agents  have  been  discovered  by  first 
observing  that  a particular  occupational  group 
had  a high  incidence  of  cancer  of  a certain  type, 
and  then  later  analyzing  the  chemical  content  of 
the  substance  to  which  the  group  was  exposed. 
A classical  example  of  this  approach  occurred 
several  years  ago  in  New  Jersey,  when  several 
individuals  who  had  worked  in  a factory  devel- 
oped osteogenic  sarcomas. 

A remarkable  epidemiological  study  made 
by  Dr.  H.  S.  Martland1  proved  that  these  ma- 
lignant tumors  were  due  to  the  ingestion  of 
mesothorium  and  radium  salts  by  workers  who 
were  painting  dials  and  were  pointing  the  tips 
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of  their  brushes  by  putting  them  into  their 
mouths.  The  ingested  materials  became  de- 
posited in  the  skeletal  system  and  several  years 
later,  sarcomas  developed  as  a result  of  the 
ionizing  alpha  particles. 

The  conquest  of  yellow  fever  started  with 
some  statistical  observations  by  physicians  — 
namely,  that  the  disease  was  most  widespread 
in  areas  with  a hot,  rainy  climate  and  seemed 
to  be  associated  with  mosquitoes. 

One  of  the  first  epidemiological  observations 
about  cancer  was  made  by  a 16th  Century  sur- 
geon, Ambroise  Pare,2  who  wrote  that  cancer 
was  much  more  common  in  women  than  in  men. 
Later,  when  statistics  of  value  became  available 
it  was  found  that  Pare  had  been  correct.  His 
observation  remained  valid  until  about  1946. 

About  200  years  ago,  the  first  recorded  statis- 
tical observation  in  cancer  epidemiology  was  re- 
vealed by  the  time-honored  and  oft-cited  Per- 
cival  Pott3  who  observed  that  most  of  the  men 
who  had  scrotal  cancer  were,  or  had  been, 
chimney  sweeps.  From  this  humble  beginning 
it  has  been  learned  that  there  is  a powerful  car- 
cinogenic agent,  benzpyrene,  that  is  found  in 
such  substances  as  soot,  which  can  cause  car- 
cinoma. 

Pott’s  observation,  like  a good  many  others 
in  medical  epidemiology,  was  not  immediately 
supported  by  identification  of  the  causative  sub- 
stance of  the  chimney  sweeps’  cancer.  It  wasn’t 
until  140  years  later  that  two  Japanese  scien- 
tists4 demonstrated  in  the  laboratory  that  they 
could  produce  skin  cancer  by  painting  rabbits’ 
ears  with  tar,  containing  the  same  basic  com- 
pounds as  Pott’s  soot. 

With  the  world  as  his  laboratory,  the  epidemi- 
ologist has  a vast  range  of  environmental  factors 
to  consider.  Cultural  differences  among  peoples 
and  their  influences  on  the  disease  must  be  in- 
vestigated. 

Among  these  factors,  of  course,  is  genetics, 
which  has  intrigued  numerous  investigators  as 
having  an  important  role  in  carcinogenesis.  With 
the  exception  of  three  kinds  of  human  cancer, 
there  is  no  evidence  of  inheritable  cancers.5  The 
exceptions  are:  retinoblastoma,  which  is  inherited 
as  a dominant  trait;  a skin  cancer,  which  de- 
velops almost  inevitably  from  xerodermapigmen- 
tosum,  a hereditary  disease;  and  the  precancer- 
ous  familial  multiple  polyposis  of  the  colon. 


Of  interest  has  been  the  great  variation  in  mor- 
tality and  morbidity  of  cancer  among  racial 
groups.  A number  of  studies  have  indicated  a 
much  higher  rate  of  cervical  cancer  for  Negro 
women  compared  with  white  females  of  the 
same  geographic  area.6  On  the  other  hand,  can- 
cer of  the  breast,  large  intestine,  and  of  course, 
cancer  of  the  skin,  is  low  in  Negroes  as  com- 
pared to  whites.  Morbidity  and  mortality  rates 
for  Japanese  for  breast  cancer  is  extremely  low, 
yet  rates  are  high  for  cancer  of  the  stomach.7 
Chinese  in  this  country  have  very  high  rates  for 
cancer  of  the  nasopharynx  as  do  Chinese  popula- 
tions in  other  countries.  The  occurrence  of  ma- 
lignant tumors  of  the  parotid  in  Canadian  Eski- 
mos is  about  thirty  times  the  expected  rate  in 
comparable  white  populations. 

Obviously,  the  question  as  to  whether  these 
differences  may  be  due  to  genetic  or  environ- 
mental influence  needs  yet  to  be  answered. 

The  available  data  on  incidence  of  cervical 
cancer  shows  a wide  variation  among  a number 
of  countries.8  Israel  and  Ireland  have  low  cer- 
vical cancer  rates  while  Formosa,  India,  Japan, 
Mexico,  the  Philippines,  South  America,  the 
South  Pacific,  West  Indies  and  the  Bantu  area 
of  Africa,  show  substantial  higher  rates. 

Even  within  geographical  areas,  rates  vary 
significantly  for  various  racial  or  ethnic  groups. 
In  the  Fiji  Islands,  Fiji  women  have  much  more 
cervical  cancer  than  Hindu  women  residing 
there.  And  it  is  well  established  that  Moslem 
women  have  less  cancer  of  the  cervix  than  do 
other  religious  groups.  The  practice  of  circumci- 
sion among  Jews  has  been  suggested  as  con- 
tributing to  the  low  cervical  cancer  rates  in 
Jewish  women.  In  September  1964,  an  article 
published  by  Boyd  and  Doll9  states  that  major 
factors  found  to  be  associated  with  cancer  of  the 
cervix  were:  1.  The  married  state;  2.  An  early  age 
at  marriage;  3.  Multiple  broken  marriages.  Lesser 
associations  were  found  with:  4.  A high  frequen- 
cy of  sexual  intercourse;  and  5.  Lack  of  use  of 
obstructive  methods  of  contraception.  The  data 
clearly  support  the  view  that  some  factors  asso- 
ciated with  coitus  per  se,  rather  than  with  child- 
bearing, are  of  primary  importance  in  the  causa- 
tion of  the  disease. 

It  is  interesting  that  so  much  epidemiological 
data  have  been  accumulated  for  cervical  cancer. 
Probably  one  reason  for  this  is  the  observation 
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that  under  controlled  conditions  this  is  one  site 
of  cancer  which  could  be  practically  eliminated. 
Many  authorities  believe  that  cervical  cancer 
deaths  need  not  occur  at  all  if  proper  cytologi- 
cal  screening  and  follow-up  are  exploited  to  the 
full.  Treatment  of  cervical  cancer  insitu  offers 
an  immense  opportunity  for  control  of  this  dis- 
ease. Epidemiology  has  been  helpful  in  lower- 
ing the  death  rate  of  cervical  cancer  dramati- 
cally over  the  last  ten  years,  by  identifying  high- 
risk  groups  and  directing  educational  campaigns 
toward  early  detection  in  these  groups. 

Many  other  kinds  of  cancer  have  been  the 
subject  of  epidemiological  study  and  interesting, 
if  not  particularly  productive,  results  have 
emerged.  Gastric  cancer  is  one  of  these.  In 
the  U.S.  cancer  of  the  stomach  is  declining, 
both  in  mortality  and  morbidity.10  The  1935 
incidence  rate  among  men  was  40  per  100,000, 
while  in  1959  it  had  dropped  to  20.  In  women, 
the  initial  rate  was  26,  while  in  1959  this  had 
dropped  to  10  per  100,000.  In  1935  stomach 
cancer  among  women  ranked  second  only  to 
breast  cancer  as  the  most  frequent  site  of  oc- 
currence, whereas  in  1959  it  had  dropped  to 
seventh.  Among  men,  cancer  of  the  stomach 
ranked  first  in  frequency  in  1935  and  had  shown 
a drop  to  sixth  position  in  1959.  There  is  no 
definite  explanation  at  present  for  this  shift  in 
the  frequency  of  stomach  cancer.  In  Japan,  the 
reverse  seems  to  be  the  case,  there  being  a ris- 
ing incidence  and  mortality.  There  are  marked 
differences  among  the  rates  in  other  nations  of 
the  world.  Rates  are  relatively  high  in  Iceland, 
Finland,  Austria,  and  Italy;  and  low  in  Aus- 
tralia, Canada,  and  New  Zealand.11  It  has  been 
alleged  by  some  that  eating  of  smoked  fish  in 
Iceland  is  associated  with  a high  gastric  cancer 
death  rate,  but  the  published  data  is  not  com- 
pletely consistent  on  this  point.  The  Japanese 
eat  much  raw  fish,  and  in  Costa  Rica  where 
cancer  of  the  stomach  is  also  high,  the  main 
article  in  the  diet  is  corn.  In  Denmark,  England 
and  the  United  States,  the  incidence  is  inversely 
related  to  income  and  this  factor  may  be  asso- 
ciated with  dietary  habits. 

In  cancer  of  the  liver,  there  also  is  wide  di- 
vergence of  geographical  incidence  which  may 
prove  significant  in  studying  the  causes  of  pri- 
mary liver  cancer.  In  western  countries,  moder- 
ation of  the  occurrence  of  liver  cancer  may  be 
due  to  improvement  in  diagnosis  of  primary 


liver  cancer  and  less  confusion  with  metastatic 
disease. 

In  some  parts  of  the  world,  particularly  cer- 
tain areas  of  Africa  and  Asia,  cancer  of  the  liver 
occurs  more  frequently  than  any  other  neoplastic 
disease.  Although  malnutrition  has  been  sus- 
pected as  a contributory  cause,  some  authorities 
doubt  this  association.  Cirrhosis  of  the  liver 
may  be  a precursor  to  carcinoma  of  the  liver 
and  in  eastern  countries  it  is  believed  that  schis- 
tosomiasis may  be  a contributory  factor  in  cir- 
rhosis and  hence  cancer.12  In  the  U.S.  it  has 
been  noted  that  rainbow  trout  develop  a high 
frequency  of  cancer  of  the  liver.12  A high  inci- 
dence occurs  when  the  fish  are  fed  a high  car- 
bohydrate diet,  while  a very  low  incidence  oc- 
curs in  a high  protein  diet.  There  appears  to 
be  a definite  dietary  factor  involved  here. 

A series  of  demographic  pathological  confer- 
ences among  representatives  from  South  Africa, 
Egypt,  and  Mozambique  cast  some  interesting 
reflections  on  variations  in  liver  cancer,  possibly 
related  to  schistosome  infection.  Half  of  the 
total  incidence  of  all  cancer  in  Mozambique  is 
represented  by  liver  cancer  which,  however,  is 
relatively  rare  in  Egypt.  Yet  both  these  coun- 
tries have  the  same  high  rate  of  bilharziasis,  or 
schistosome  infection.  It  is  also  interesting  to 
note  that  the  high  rate  of  cancer  of  the  urinary 
bladder  in  Egyptians  has  been  associated  with 
schistosomiasis.  There  must,  indeed,  be  other 
factors  involved. 

Demographic  studies  of  breast  cancer  have 
likewise  developed  some  wide  differences  in  in- 
cidence of  this  highly  prevalent  type  of  cancer. 
In  examining  age-adjusted  female  breast  cancer 
mortality  rates  for  24  countries,  one  finds  they 
vary  considerably.  Perhaps  some  of  this  varia- 
tion may  be  attributed  to  death  certification 
practices.  These  data  range  from  a high  breast 
cancer  death  rate  of  about  24  per  100,000  popu- 
lation in  Denmark,  down  to  an  astonishingly  low 
rate  of  about  3.5  in  Japan.13  The  United  States 
has  a breast  cancer  death  rate  in  excess  of  20 
per  100,000.  That  these  mortality  rates  reflect 
rather  accurately  the  incidence  difference  is 
generally  accepted. 

A number  of  reasons  have  been  advanced  to 
explain  the  low  Japanese  breast  cancer  rate.  A 
racial  difference,  is  supported  by  statistics  show- 
ing that  the  incidence  of  breast  cancer  for  Jap- 
anese women  in  California  was  lower  than  that 
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of  the  general  population.14  On  the  other  hand, 
such  data  as  is  available  for  China  would  indi- 
cate that  Chinese  women  do  not  have  the  same 
low  breast  cancer  rate  as  the  Japanese. 

Some  other  factors  have  been  studied  and 
appear  to  have  an  influence  in  the  development 
of  breast  cancer.  The  rate  is  higher  among  single 
women  than  among  married  women,  and  is  lower 
in  women  who  have  had  children  than  those 
who  did  not.  The  death  rate  appears  to  be 
high  in  persons  in  the  high  socio-economic 
groups  and  low  in  persons  in  the  low  socio-eco- 
nomic groups.  It  is  interesting  that  most  fac- 
tors associated  with  a high  rate  of  cancer  of 
the  breast  are  associated  with  a relatively  low 
rate  for  cancer  of  the  cervix,  and  vice  versa. 

Leukemia  appears  to  be  the  type  of  cancer 
to  which  the  most  epidemiologic  efforts  are 
being  extended  today.15  The  mortality  rate  for 
leukemia  in  the  U.  S.  has  been  increasing  for 
40  years  although  it  is  still  low,  relative  to  other 
types.  It  is  more  common  in  males  than  in  fe- 
males, is  characterized  by  a relatively  high  fre- 
quency among  children  from  3 to  14  and  in 
adults  after  the  age  of  40,  and  is  higher  in  urban 
than  in  rural  areas.  It  is  well  established  that 
high  doses  of  radiation  can  cause  leukemia,  but 
a great  deal  of  attention  has  been  generated  in 
recent  years  on  the  role  of  viruses  in  the  etiology 
of  leukemia. 

Enidemioloeic  studies  of  “clustering”  of  leu- 
kemia cases  have  been  reported  in  the  litera- 
ture.16 These  studies  have  pointed  up  the  still 
mysterious  fact  that  in  certain  areas  leukemia 
occurs  much  more  often  than  it  would  by  chance, 
and  suggests  the  presence  of  a virus-type  activity 
in  the  community. 

An  interesting  epidemiological  study  has  been 
done  on  cancer  of  the  jaw,  prevalent  in  children 
in  certain  areas  of  Central  Africa.17  This  cancer 
is  seen  clinically  most  frequently  in  the  form  of 
facial  lesions  involving  the  jaws,  but  tumors 
are  also  found  in  the  abdominal  viscera  and 
spinal  canal. 

Its  occurrence  has  been  noted  in  both  native 
and  foreign-born  children  in  a climate  where 
the  mean  temperature  does  not  fall  below  60 
°F.  at  an  altitude  not  exceeding  5,000  feet. 
It  does  not  seem  to  exist  in  areas  of  scant  rain- 
fall, but  is  common  in  tropical  areas  of  heavy 
vegetation.  The  geographical  distribution  of  the 
tumor  is  considered  consistent  with  an  insect 
vector  as  a possible  carrier  of  the  so  far  unidenti- 


fied virus.  The  tumor  has  a distinct  appearance, 
with  predominant  reticulum  cells.  Pathologists 
studying  these  specimens  are  of  the  opinion  that 
nuclear  changes  are  highly  indicative  of  viral 
etiology. 

Epidemiologic  investigators  were  also  in  the 
front  ranks  of  scientists  interested  in  finding  out 
what  hazards  exist  in  industry.  Research  into 
industrial  carcinogens  has  a long  history.18  Since 
the  turn  of  the  century,  more  and  more  sub- 
stances used  in  factories  and  industrial  plants 
have  been  tagged  as  potentially  carcinogenic. 

The  first  evidence  of  industrial  carcinogens 
grew  out  of  the  observation  of  a high  incidence 
of  lung  cancer  among  miners  in  Bohemia  in 
1879. 19.  The  celebrated  case  of  the  miners  of 
Schneeberg  and  Joachimsthal  who  developed 
lung  cancer  from  inhalation  of  various  metallic 
ore  dusts,  now  known  to  have  contained  radio- 
active materials,  was  the  precursor  to  studies 
showing  that  excess  exposure  to  inhalants  in 
the  nickel  asbestos,  and  chromate  industries  led 
to  a high  risk  of  lung  cancer.  As  a result  of 
these  epidemiologic  studies,  safeguards  were  in- 
stituted to  prevent  cancer. 

The  effects  of  radiation  in  cancer  were  first 
noted  because  of  a higher  incidence  of  disease 
among  pioneer  workers  with  radium  and  X-rays. 
Shortly  after  Wilhelm  Conrad  Roentgen  discov- 
ered X-ray  in  1895,  many  experimentors  began 
using  this  new  ray  to  treat  cancer,  tuberculosis, 
and  many  other  diseases.  The  results  seemed 
promising  and  wide  use  of  these  new  mysterious 
rays  was  made.  Within  a year  or  two,  the  side 
effects  of  this  force  began  to  appear.  Both  pa- 
tients and  technicians  who  had  been  exposed 
developed  skin  lesions— many  of  which  eventu- 
ally became  cancers. 

Recently,  an  epidemiological  study  made  by 
Hemplemann,  et  al.,20  revealed  a high  incidence 
of  thyroid  cancers  in  individuals  who  as  babies 
had  received  x-radiation  therapy  for  “so-called 
enlarged  thymus.” 

Studies  of  the  differences  in  the  rates  of  skin 
cancer  throughout  various  regions  of  the  world 
and  among  various  geographical  and  occupation- 
al groups  have  added  considerably  to  the  knowl- 
edge of  the  sun’s  role  in  radiation  as  a cause  of 
cancer.21 

A number  of  studies  confirmed  the  marked 
differences  in  incidence  of  skin  cancer  between 
white  and  non  white  races.  Dorn  and  Cutler 
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found  the  rates  ranging  from  47.3  per  100,000 
white  persons  to  only  5.3  for  nonwhite  persons.22 
Similar  findings  were  recorded  by  epidemiolo- 
gists in  India  and  in  Africa.23 

This  evidence  is  generally  interpreted  as  sup- 
port for  the  belief  that  pigment  in  the  skin  of 
the  colored  races  protects  them  from  the  effects 
of  ultra-violet  radiation.  Thus  epidemiologic 
evidence  has  shown  the  importance  of  protec- 
tion against  the  sun  as  a means  of  preventing 
skin  cancer  in  fair-skinned  people. 

It  is  in  the  area  of  lung  cancer  research  that 
epidemiologists  have  made  their  greatest  con- 
tribution. They  first  demonstrated  that  the 
rise  in  incidence  of  lung  cancer  throughout  the 
world  was  dramatic  and  of  tremendous  public 
health  importance.  About  fifteen  years  ago  they 
began  the  series  of  retrospective  and  prospective 
studies  of  population  groups  in  relation  to  smok- 
ing that  eventually  implicated  cigarette  smoking 
in  the  etiology  of  bronchogenic  carcinoma.24 

It  is  well  to  emphasize  that  through  epidemio- 
logic studies,  and  before  the  known  carcino- 
genic agent  in  cigarette  smoke  had  been  iso- 
lated, that  a massive  educational  effort  had 
been  undertaken  to  try  to  prevent  a portion  of 
the  40,000  deaths  from  lung  cancer  that  occur 
each  year.  I am  proud  of  the  fact  that  the 
American  Cancer  Society  has  been  a leader  in 
this  effort,  both  in  its  support  through  grants  for 
epidemiologic  research  in  lung  cancer  and 
through  the  role  played  by  its  volunteer  re- 
searchers in  the  Society’s  prospective  studies  on 
cigarette  smoking  and  cancer. 

We  hope  that  much  information  of  value 
about  the  development  of  cancer  will  be  ob- 
tained from  the  prospective  epidemiologic  study 
launched  in  1959  by  the  American  Cancer  So- 
ciety.25 The  study  is  designed  to  find  out  which 
factors  such  as  diet,  environment,  habits,  hered- 
ity, history  of  diseases,  etc.,  are  associated  with 
the  development  of  cancers  of  different  sites. 
In  addition,  it  is  hoped  that  more  will  be  learned 
about  the  relationship  of  physical  complaints  to 
the  subsequent  development  of  cancer. 

In  the  fall  of  1959,  68,000  volunteers  of  the 
American  Cancer  Society  in  1,121  counties  in 
25  states  were  recruited  and  trained.  Subse- 
quently, they  enrolled  a total  of  1,078,000  men 
and  women  in  the  study.  The  enrollees  were 
requested  to  fill  out  a detailed  4-page  question- 


naire about  themselves.  They  were  enrolled  by 
households  with  at  least  one  person  being  over 
the  age  of  45.  An  attempt  was  made  to  exclude 
illiterates  and  persons  who  would  be  too  diffi- 
cult to  trace  for  the  balance  of  the  study.  Every 
year,  each  volunteer  “researcher”  is  requested  to 
report  on  each  person  enrolled,  indicating  wheth- 
er the  person  is  alive  or  dead.  For  every 

person  reported  dead,  a death  certificate 
is  obtained  through  the  state  health  depart- 
ment. For  those  who  die  of  cancer,  the  phy- 
sician certifying  the  death  is  requested  to  furnish 
additional  diagnostic  information. 

Every  second  year,  in  addition  to  reporting 
status,  the  researchers  ask  the  persons  they  en- 
rolled to  fill  out  a short  supplementary  ques- 
tionnaire giving  information  on  hospitalization 
and  any  illnesses  they  may  have  had  since  the 
last  report. 

We  are  now  in  the  process  of  completing  the 
field  work  for  the  fifth  follow-up  of  the  study. 
It  is  planned  to  have  the  sixth  and  final  follow- 
up start  in  the  fall  of  this  year. 

The  work  of  our  volunteers  has  been  superb, 
and  we  have  received  excellent  cooperation 
from  the  state  health  departments  and  the  phy- 
sicians and  hospitals  which  have  been  requested 
to  furnish  additional  diagnostic  information.  Ev 
the  end  of  the  fourth  follow-up,  97  per  cent  of 
the  persons  enrolled  have  been  successfully 
traced.  There  has  been  a total  of  nearly  47,000 
deaths  reported,  of  which  about  8,000  are  cancer 
deaths.  By  the  end  of  the  sixth  follow-up,  an 
estimated  75,000  deaths  will  have  occurred.  This 
constitutes  a tremendous  amount  of  accrued  in- 
formation, enabling  Dr.  E.  Cuyler  Hammond  and 
his  staff  to  make  thorough  analyses  of  the  re- 
lationships between  different  factors  in  our  daily 
lives  and  the  development  of  cancer.  We  have 
great  confidence  that  after  all  the  data  have  been 
collected  and  analyzed,  important  clues  to  the 
cause  of  cancer  will  result. 

In  this  brief  review  we  have  touched  on  a 
number  of  sites  of  cancer  which  have  been  the 
subject  of  epidemiological  studies.  The  resulting 
evidence  has  led  to  other  investigations  into  the 
etiology  of  neoplastic  diseases  and  these  are  be- 
ing vigorously  pursued. 

Sometimes  it  appears  that  such  studies  raise 
many  more  questions  than  they  answer.  This  is 
true  only  because  the  final  answers  to  all  of  the 
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causes  of  this  complex  disease  have  not  yet  been 
found.  The  present  interest  in  viruses  as  a pos- 
sible cause  of  human  cancer  will  undoubtedly 
bring  to  light  new  approaches  to  the  control  of 
cancer;  in  the  meantime,  we  must  continue  to 
explore  every  other  avenue  through  epidemiol- 
ogy. The  trail  of  these  investigations  will  lead 
us  to  new  and  more  complex  questions  and  in 
turn  these  may  lead  to  answers  that  will  provide 
practical  means  of  preventive  control  of  this 
disease  through  control  of  environment  and  other 
factors  that  contribute  to  the  causes  of  cancer. 
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Office: 

4700  North  12th  Street 
Phoenix,  Arizona  85014 
Phone:  264-5861 
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Cancer  Chemotheraphy  by  Protracted 
Arterial  Infusion 


Robert  D.  Sullivan,  M.D. 
Elion  Watkins,  Jr.  M.D. 


The  chemotherapeutic  treatment  of  neoplastic  disease  is  being  used  with  increasing  frequency.  However, 
despite  the  development  of  a number  of  new  drugs,  none  to  date  are  capable  of  inducing  a general  curative 
effect.  The  authors  report  on  the  use  of  cancer  chemotherapeutic  drugs  administered  intra-arterially  to 
enhance  regional  antitumor  effectiveness.  Because  of  a high  incidence  of  complications  this  form  of  treatment 
should  not  be  considered  for  general  use. 


SEVERAL  methods  of  regional  cancer  chemo- 
therapy have  been  developed  in  an  attempt 
to  enhance  the  antitumor  effects  of  compounds 
in  patients  with  advanced,  but  locally  confined 
cancer.  Many  types  of  cancer  remain  localized 
throughout  their  clinical  evolution  and  produce 
disability  and  eventually  death,  due  to  the  rela- 
tively localized,  but  uncontrolled  growths.  Head 
and  neck  cancer,  primary  brain  tumors,  and  can- 
cer of  the  cervix  and  bladder  are  fairly  common 
forms  of  neoplastic  disease  that  fall  into  this 
category.  These  forms  of  cancer  may  be  sus- 
ceptible of  control  by  regional  chemotherapy. 
The  methods  of  regional  chemotherapy  that  are 
undergoing  clinical  trials  are:  regional  perfusion 
through  an  extracorporeal  circuit,  and  arterial 
infusion. 

Regional  Perfusion 

Extracorporeal  isolated  perfusion  as  de- 
scribed by  Creech  et  al.1  involves  the  exclusion 
of  the  tumor-bearing  area  from  the  general  cir- 
culation for  periods  of  30  to  60  minutes,  during 
which  time  high  concentrations  of  a drug  are 
perfused  in  the  isolated  part.  Other  less  com- 
plicated techniques  have  been  described2  utiliz- 
ing Dotter-Lukas  balloon  catheters  which  are 
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introduced  through  accessible  vessels  of  the  ex- 
tremities and  pass  antegrade  or  retrograde  to  the 
desired  site.  This  method,  when  applicable, 
minimizes  the  operative  procedures. 

In  general,  the  best  results  have  been  ob- 
tained with  the  use  of  various  alkylating  agents 
in  patients  with  tumors  of  the  extremities.  Clini- 
cal benefit  has  been  noted  in  patients  with  mela- 
noma and  soft  tissue  sarcomas,  while  adenocar- 
cinomas have  generally  failed  to  respond.3 
Continuous  Arterial  Infusion 

Several  reports  have  been  published  which 
describe  the  rationale  for  arterial  infusion  ther- 
apy, techniques  of  catheter  insertion  and  main- 
tenance of  infusion  assembly,  drug  dose  sched- 
ules, selection  of  patients,  complications  and  re- 
sults of  therapy.4' 5>  6’ T’ 12 

Briefly,  the  method  of  therapy  involves  the 
continuous  24  hour  infusion  of  cancer  chemo- 
therapeutic agents  through  polyethylene  cathe- 
ters inserted  into  a known  site  in  the  arterial 
blood  supply  of  tumors.  The  compounds  are 
infused  for  periods  of  weeks  to  months,  alone 
in  doses  which  the  entire  body  can  tolerate,  or 
they  are  given  in  supralethal  doses  and  the 
specific  antitode  is  administered  systemically  by 
a different  route. 

Most  arterial  infusions  have  been  performed 
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using  antimetabolites,  but  certain  antibiotics  are 
under  current  preliminary  investigation.8  The 
largest  clinical  experience  to  date  has  been  with 
the  antifolic  acid  compound,  Methotrexate,  and 
with  the  fluorinated  pyrimidines,  FU  and 
FUDR. 

In  order  to  permit  prolonged  ambulatory  in- 
fusion, a portable  miniature  chronometric  pump 
has  been  developed  by  E.  Watkins,  Jr.  of  our 
group.  This  self-contained  pump,  weighing  12 
ounces,  is  driven  by  a clock  mechanism  and  is 
carried  by  the  patient  like  a hearing  aid  (Fig.  1). 
It  delivers  5 cc.  of  solution  per  24  hours,  the 
amount  which  contains  the  daily  dose  of  anti- 
cancer drug  and  has  the  capacity  for  4 to  6 days 
of  continuous,  uninterrupted  infusion.  The  ap- 
paratus may  then  be  recharged  with  drug  by 
replacing  the  disposable  plastic  drug-containing 
bag.  This  infusion  pump  has  rendered  more 
practical  and  simpler  infusions  on  an  ambula- 
tory, outpatient  basis.13 


Fig.  1.  Adenocarcinoma  of  the  Colon  Metastatic  to  the 
Liver.  The  Datient  has  worn  the  infusion  pump  for  over  7 
months  and  regularly  changes  the  drug  charged  bags. 


Drug  Dose  Schedules 

Arterial  Methotrexate  - Intramuscular  Leuco- 
vorin  Therapy.  The  usual  dose  schedule  for 
unilateral  catheterization  is:  Methotrexate,  50 
mg.  per  24  hours  infused  in  1000  to  1500  cc.  of 
glucose  and  water  or  saline  solution  per  24  hours. 
For  bilateral  catheterization,  the  dose  used  is: 
Methotrexate  25  mg.  per  side  per  24  hours  in- 
fused in  1000  to  1500  cc  of  glucose  and  water  or 


saline  solution  per  side  per  24  hours.  Leucovorin 
( C.F. ) is  given  intramuscularly  in  the  dose  of  6 
mg.  every  six  hours. 

Arterial  Methotrexate  Therapy.  Arterial 
Methotrexate  therapy  without  the  concomitant 
use  of  intramuscular  C.F.  has  been  given  in  the 
dose  of  3 to  5 mg.  of  Methotrexate  per  24  hours, 
infused  in  1000  to  1500  cc.  of  solution  per  24 
hours. 

Fluorinated  Pyrimidine  Therapy.  5-FU  in  the 
dose  of  7.5  to  15  mg.  per  kilogram  per  24  hours 
or  5-FUDR  in  the  dose  of  0.15  to  0.5  mg.  per 
kilogram  per  24  hours  has  produced  satisfactory 
local  antitumor  effects  and  associated  tumor  re- 
gression without  the  development  of  systemic 
toxicity. 

An  adequate  course  of  therapy  is  defined  as 
that  amount  of  therapy  that  results  in  moderate 
local  toxicity  within  the  area  of  infusion  ( diffuse 
unilateral  or  bilateral  skin  erythema,  superficial 
mucosal  ulceration,  or  both,  with  or  without  the 
development  of  mild  systemic  toxicity  (hema- 
tologic depression,  gastrointestinal  side  effects). 
An  adequate  course  of  therapy  takes  one  to  six 
weeks  using  Methotrexate  combined  with  C.F., 
four  to  12  days  using  arterial  Methotrexate 
alone,  and  five  to  ten  days  using  the  fluorinated 
pyrimidines.  The  dosage  schedule  should  be 
“tailored”  to  the  individual  patient  and  his  dis- 
ease process.  In  patients  with  relatively  slow 
growing  tumors,  it  is  desirable  to  prolong  the 
period  of  therapy  in  order  to  affect  the  slowly 
metabolizing  cells.  In  this  instance,  the  aim  is 
a two  to  four  week  period  of  infusion  therapy. 
Using  the  antimetabolite-metabolite  combina- 
tion of  Methotrexate— C.F. , this  may  often  be 
achieved  by  adjusting  the  dose  of  either  com- 
pound in  order  to  develop  the  maximum  effect 
(for  example,  local  toxicity)  within  the  desired 
interval  of  treatment. 

Results  of  Arterial  Infusion  Therapy 

Evaluation  of  clinical  results  to  date  are 
limited  to  studies  using  arterial  Methotrexate 
and  intramuscular  C.F.,5' 6’ 9' 10  Methotrexate 
alone5  and  to  a lesser  extent  with  the  use  of  the 
fluorinated  pyrimidines.5’ 11  In  general,  when 
the  disease  has  been  limited  to  the  area  of  in- 
fusion, results  have  been  good  in  terms  of  ob- 
jective tumor  regression  and  clinical  benefit. 
When  there  was  contiguous  disease  outside  tire 


792 


Arizona  Medicine 


actual  area  of  infusion,  although  definite  evi- 
dence of  objective  tumor  regression  has  been 
noted  in  the  treated  areas,  the  disease  outside 
the  treated  area  was  unaffected  by  therapy  and 
little  clinical  benefit  was  appreciated  by  the 
patient. 

Several  cases  are  presented  to  illustrate  drug 
dose  schedules,  local  antimetabolic  effects  pro- 
duced and  antitumor  effects  that  have  been 
noted. 

Case  1.  Epidermoid  Carcinoma  of  the  Maxil- 
lary Sinus.  The  patient  was  a 55-year-old  Negro 
woman  in  whom  a diagnosis  of  carcinoma  of  the 
left  maxillary  antrum  was  made  in  January 
1960.  The  tumor  had  extended  into  the  soft  tis- 
sues of  the  face  as  well  as  to  the  hard  palate 
bilaterally  (Fig  2,  a).  Biopsy  revealed  an  ana- 
plastic epidermoid  carcinoma.  She  received  bi- 
lateral Methotrexate  therapy  in  a dose  of  15 
to  30  mg.  per  side  per  24  hours.  Therapy  was 
given  in  courses  lasting  four  to  six  days  of  con- 
tinuous drug  administration  over  a cumulative 
period  of  14  days  of  therapy.  C.F.  was  given 
in  a dose  of  6 mg.  every  six  hours  by  the  intra- 
muscular route.  Visible  tumor  progressively  de- 
creased and  complete  apparent  tumor  regression 
had  occurred  by  the  thirty-seventh  day  (Fig. 
2,  b).  The  disease  did  not  recur  over  a follow- 
up period  of  six  months. 


Fig.  2.  Case  1.  Epidermoid  Carcinoma  of  the  Maxillary 
Sinus,  a.  Before  intra-arterial  infusion  therapy.  Note  the 
extension  of  the  tumor  to  the  soft  tissues  of  the  face. 


b.  After  therapy.  Note  the  complete  apparent  tumor 
regression  that  has  occurred. 


Case  2.  Epidermoid  Carcinoma  of  the  Cervix. 
The  patient  was  a 35-year-old  Negro  woman  in 
whom  a diagnosis  of  cancer  of  the  cervix  was 
made  by  biopsy  in  January  1960.  The  cervix 
was  replaced  by  a fungating  mass  and  the  tumor 
extended  to  the  vaginal  walls  (Fig.  3,  a).  The 
uterus  was  fixed  by  masses  extending  to  the 
pelvic  walls.  Bilateral  internal  iliac  catheters 
were  inserted  and  the  patient  received  arterial 
Methotrexate  in  the  dose  of  25  mg.  per  side  per 
24  hours  and  intramuscular  C.F.  in  the  dose  of 
6 mg.  every  six  hours.  Over  a 25  day  period, 
the  patient  was  given  12  days  of  therapy.  Pro- 
gressive decrease  in  visible  tumor  was  observed 
and  by  the  twenty-ninth  day  after  treatment  was 
begun,  there  was  no  clinical  evidence  of  residua] 
cancer  in  the  cervix,  vagina  or  pelvis  (Fig.  3,  b). 
Biopsy  specimens  after  treatment  were  free  of 
tumor.  The  patient  has  remained  clinically  well 
with  apparently  normal  menstrual  periods  for  23 
months  to  date. 

Case  3.  Metastatic  Adenocarcinoma  of  the 
Liver  (Primary  Adenocarcinoma  of  the  Colon). 
A 42-year-old  man  came  to  the  Lahey  Clinic  in 
September  1962  complaining  of  epigastric  dis- 
comfort, weakness,  vague  abdominal  cramps, 
and  anorexia  — all  symptoms  had  increased  in 
intensity  during  the  preceding  3 months.  Pie 
had  lost  16.3  kg.  (36  pounds)  in  weight  during 
the  previous  12  months.  A nodular  liver  ex- 
tended 12  cm.  below  the  right  costal  margin  at 
the  mid-clavicular  line  and  10  cm.  below  the 
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Fig.  3.  Case  2.  Epidermoid  Carcinoma  of  the  Cervix, 
a.  Before  arterial  infusion  therapy.  The  cervix  is  virtually 
replaced  by  a fungating  tumor  which  extends  to  the 
vaginal  walls,  b.  After  therapy.  Note  the  complete  ap- 
parent tumor  regression  that  has  occurred. 


xiphoid  process.  Liver  function  tests  are  shown 
in  Figure  4.  Needle  aspiration  biopsy  indicated 
metastatic  adenocarcinoma.  Extensive  diagnostic 
tests  failed  to  reveal  the  site  of  the  primary 
neoplasm.  At  laparotomy  the  liver  was  greatly 
enlarged  and  nodular.  A primary  tumor  of  the 
sigmoid  colon  was  found,  and  anterior  resection 
was  performed.  The  only  evidence  of  metastases 
anywhere  in  the  abdominal  cavity  was  in  the 
liver.  A catheter  was  placed  in  the  hepatic 
artery.  Histologic  diagnosis  of  the  primary 
lesion  was  adenocarcinoma,  similar  in  appear- 
ance to  a liver-biopsy  specimen. 

A total  of  41  days  of  continuous  antimetabo- 
lite therapy  was  given  (Fig.  4).  On  completion 
of  therapy,  the  portion  of  catheter  outside  the 
body  was  heat  sealed  and  left  in  position  im- 
possible future  use.  The  liver  was  barely  palp- 
able at  the  termination  of  treatment.  Improve- 
ment of  liver  function  tests  has  occurred,  per- 
formance status  has  increased,  and  there  has 


been  a weight  gain  of  6.4  kg.  (14  pounds). 

After  9 months,  recurrence  of  tumor  growth 
was  apparent  and  the  patient  was  given  a sec- 
ond course  of  therapy  as  outlined  in  (Fig  4).  A 
second  response  was  achieved  and  the  patient 
was  in  remission  for  an  additional  7 months 
when  pulmonary  metastasis  was  noted.  No 
further  infusion  treatment  was  given. 

The  patient  had  a proved  (needle  aspiration 
biopsy)  metastatic  adenocarcinoma  of  the  liver. 
The  site  of  the  asymptomatic  primary  lesion  was 
not  known.  In  ordinary  circumstances  no  spe- 
cific or  effective  therapy  directed  to  control  of 
the  tumor  would  have  been  available  or  insti- 
tuted. A laparotomy  was  performed  for  the 
purpose  of  hepatic-artery  infusion  therapy.  An 
occult,  resectable  primary  lesion  of  the  sigmoid 
colon  was  discovered.  Therapy  consisted  of  re- 
section of  the  primary  lesion  combined  with  in- 
fusion chemotherapy  for  the  disabling  hepatic 
metastases.  The  patient  has  shown  significant 
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Fig.  4.  Summary  of  therapy  of  a patient  (Case  3)  with 
metastatic  adenocarcinoma  of  the  liver  (primary  adeno- 
carcinoma of  the  colon). 


objective  tumor  regression  and  has  functioned 
normally  after  treatment.  This  case  demonstrates 
the  possible  value  of  combined  surgical  resec- 
tion for  operable  primary  tumors  and  regional 
chemotherapy  for  the  nonresectable,  disabling 
metastatic  liver  lesions. 

Response  was  noted  as  early  as  the  fourth  day 
of  infusion  therapy.  Resistance  to  drug  therapy 
was  not  noted  on  repeated  course  of  therapy 
and  prior  radiation  therapy  did  not  appear  to 
be  a factor  affecting  response  to  treatment. 

In  our  early  experience,  complications  of  tech- 
nique of  catheter  insertion  and  maintenance  of 
infusion  assembly  were  frequent  and  often  seri- 
ous. They  consisted  of  in  accurate  catheter 
placement,  premature  catheter  displacement,  in- 
fection and  bleeding,  or  both,  around  the  tract 
of  the  catheter  and  leakage  of  infusate.  These 
complications  may  be  minimized  by  careful  at- 
tention to  techniques  of  catheter  insertion  and 
accurate  determination  of  the  area  of  infusion 
by  using  the  fluorescent  dye  visualization 
method. 

The  increased  local  biologic  effects  noted 
with  arterial  infusion  chemotherapy  and  the 
marked  antitumor  effects  that  have  been  ob- 
served are  attributed  to  ( 1 ) the  arterial  route 
of  administration  producing  a higher  local  drug 
concentration  and  (2)  the  continuous  24  hour 


administration  of  the  antitumor  drug  resulting 
in  a continuous  antimetabolic  effect  so  that 
slowly  metabolizing  cells  may  be  affected  by 
the  continuous  exposure  of  the  antimetabolite  as 
they  enter  an  active  metabolic  phase. 

Recause  of  the  frequency  of  complications  re- 
lating to  technique,  this  form  of  therapy  must 
be  considered  to  be  in  the  realm  of  clinical  in- 
vestigation. There  are  many  problems  inherent 
in  regional  chemotherapy  that  will  require  much 
future  work  before  they  are  solved.  Foremost 
of  these  problems  relate  to  the  functional  blood 
supply  of  tumors  in  various  areas.  Techniques 
to  elucidate  more  accurately  the  blood  supply 
of  tumors  in  various  sites  and  in  a given  patient 
to  determine  the  exact  distribution  of  arterial 
infusate  in  relation  to  the  extent  of  tumor  must 
be  developed.  Studies  pertinent  to  duration  of 
action  of  many  compounds  currently  under  clin- 
ical investigation  have  not  been  carried  out  in 
animal  or  human  systems.  These  and  many 
more  preclinical  and  clinical  studies  are  neces- 
sary in  order  to  utilize  fully  the  possible  prac- 
tical benefits  of  regional  chemotherapy. 

Summary 

A huge  undertaking  of  cancer  research  is  cur- 
rently in  progress  to  develop  anticancer  drugs 
for  use  in  the  management  of  neoplastic  disease 
in  man  and  an  increasing  number  of  compounds 
are  becoming  available  for  clinical  use  by  the 
physician.  Despite  the  prodigious  efforts  of 
these  preclinical  and  clinical  programs,  progress 
has  been  slow  and  no  chemical  agents  have  been 
developed  that  are  capable  of  inducing  a gen- 
eral curative  effect  on  disseminated  forms  of 
cancer.  Nevertheless,  over  the  past  several 
years  definite  advances  have  been  made  in  the 
introduction  of  new  chemical  compounds  and 
special  techniques  and  procedures  of  their  ad- 
ministration for  the  chemical  control  of  ad- 
vanced cancer. 

The  many  factors  that  must  be  evaluated  be- 
fore instituting  chemotherapy  in  an  individual 
patient  are  reviewed.  The  several  classes  of 
compounds  that  are  available  for  systemic 
chemotherapy  and  their  indications  for  use  are 
assessed.  Certain  methods  of  regional  chemo- 
therapy have  been  developed  to  enhance  the 
antitumor  effects  of  compounds  in  patients  who 
have  relatively  localized,  but  uncontrolled  can- 
cer. These  techniques  of  drug  administration 
have  occasionally  produced  complete  apparent 


October,  1965 


795 


tumor  regression  associated  with  sustained  clini- 
cal benefit.  Because  of  a high  incidence  of 
complications,  however,  these  techniques  should 
not  be  considered  for  general  use. 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkil I,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 


ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory. 

Before  prescribing,  see  sk&f  product  Smith  Kline  & French  Laboratories  §jr 

Prescribing  Information. 
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LOMOTIL  Pharmacologic  Activity 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  by  inhibiting  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
least  six  hours. 

Comparative  studies  in  the  rat  show 
Lomotil  to  be  more  effective  in  inhibit- 
ing fecal  excretion  than  either  codeine 
or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets  • liquid 
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slows  propulsion 


relieves  distress 


stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness  and 
insomnia. 

Dosage:  For  full  therapeutic  effect— Rx 
full  therapeutic  dosage.  The  recommended 
initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months— 3 mg.  (Vz  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (Vz  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (Vz  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 

Adults: 

20  mg.  (2  tsp.  5 times  daily  or 
2 tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 


s EARLE 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  t 
gamut  of  home  remedies  without  succet 
pleasant-tasting  cremomycin  can  answj 
the  call  for  help.  It  can  be  counted  on 
consolidate  fluid  stools,  soothe  intestir 
inflammation,  inhibit  enteric  pathoger 
and  detoxify  putrefactive  materials  — usj 
ally  within  a few  hours. 

cremomycin  combines  the  bacteriostatl 
agents,  succiny Isu Ifath iazole  and  neorrl 
cin,  with  the  adsorbent  and  protective  dl 
mulcents,  kaolin  and  pectin,  for  comprl 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaol  I 
Withhold  if  diverticulosis  is  present  or  suspectel 
Precautions:  Sulfonamide:  Continued  use  requirl 
supplementary  administration  of  thiamine  and  vi'J 


your  for 
Cremomycin 
can  provide  relief 


omptly  relieves  diarrheal  distress 


.remomy  cm 

NTIDIARRHEAL  ^ 

imposition:  Each  30  cc.  contains  neomycin  sulfate 
0 mg.  (equivalent  to  210  mg.  of  neomycin  base), 
ccinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
n.,  pectin  0.27  Gm. 

frMERCK  SHARP  &D0HME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 

iere  today’s  theory  is  tomorrow’s  therapy 


i K.  Neomycin:  Patient  should  be  observed  for 
m infections  due  to  bacteria  or  fungi.  Side  Effects: 
Ifonamide:  Sensitivity  reactions  may  occur  (e.g., 
n rashes,  anemia,  polyneuritis,  fever;  agranulo- 
osis  with  a fatal  outcome  has  been  reported), 
duction  of  thiamine  output  in  the  feces  and  of 
3min  K synthesis  has  been  observed.  Neomycin: 
usea,  loose  stools  possible. 
fore  prescribing  or  administering,  read  product 
bular  with  package  or  available  on  request. 


Should  it  make  any  difference  to  her 
that  the  “500  Viso”  won  every  major 
design  award  this  last  year? 


Two-dozen  judges  think  so ... 

What  these  professional  designers  and  engineers  saw  in  the 
“500  Viso”  is  what  anyone  taking  a cardiogram  is  looking  for: 
quick  and  simple  patient  connection  . . . easy-to-find-and-use 
instrument  controls  . . . clear,  accurate  recordings  free  from 
common  artifacts  and  “AC”  . . . rugged  construction  to 
withstand  the  inevitable  jolts  of  day-to-day  usage  . . . and  real 
portability  proven  by  light  weight  and  a slim,  compact  size. 


From  Industrial  Research,  the  1964  Western  Electronics 
Conference,  Product  Engineering,  Industrial  Design,  and  the 
Aluminum  Company  of  America,  many  distinguished  panels 
of  judges  cited  the  “500  Viso”  for  its  outstanding  achievement 
of  the  objectives  of  superior  ECG  design. 


And  during  the  past  year,  these  same  merits  of  the  “500  Viso” 
have  also  been  recognized  by  several  thousand  other  “judges” 
— your  colleagues  in  the  medical  profession  who  now  own 
a “500” . To  them  the  convenience,  performance  and 
attractiveness  of  this  modern  ECG  represents  excellent 
value  at  $695  delivered,  continental  U.S. 


Sanborn  Division,  Hewlett-Packard  Company,  Waltham,  Mass.  02154 
Sales  and  service  offices  in  principal  cities  throughout  the  world. 


HEWLETT  m 
PACKARD  M SANBORN 
KB  DIVISION 
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Hewlett-Packard,  Neely  Sales  Division,  3009  N.  Scottsdale  Road,  (602)  945-6142 

Scottsdale,  Arizona  85251 
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Butazolidin 

brand  of 
phenylbutazone 

in  painful 
shoulder 


Geigy 


Therapeutic  Effects 

The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  Butazolidin,  brand  of  phenyl- 
butazone. Pain  and  tenderness  may  be 
relieved  within  24-48  hours  and  mobility  of 
the  affected  arm  quickly  restored.  Full 
recovery  is  frequently  achieved  within  7-10 
days  so  that  therapy  is  generally  of  short 
duration.  Calcific  deposits  are  not  specifi- 
cally affected  by  treatment,  but  their  pres- 
ence does  not  appear  to  retard  symptomatic 
improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  concur- 
rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 


plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 


anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  tablet  or 
capsule  q.i.d.),  reducing  this,  if  possible, 
when  a favorable  therapeutic  effect  has 
been  obtained.  If  after  one  week  there  has 
;been  no  response,  discontinue  the  drug. 
To  minimize  gastric  distress,  Butazolidin 
alka  capsules  may  be  the  preferred  form. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 


Butazolidin  alka 

Each  capsule  contains: 


Butazolidin,  brand  of 

phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine  methylbromide 

1.25  mg. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals  | 

Division  of  Geigy  Chemical  Corporation  s 

Ardsley,  New  York  m 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE-MARK  (g) 


things  go 

better,! 

^with 

Coke 


tfledical  Center  'X-lZaif  and  Clinical  /ahraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster , M.D.,  F.A.C.R. , F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

& 

Bonadoxiit 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


for  a 

nutritionally 

sound 

pregnancy 

0BR0tf-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 
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ULTRA-VIOLET  ABSORBING  LOTION* 


Clinical  studies  show  that  many  drug-induced  photosensitivities  are  ini- 
tiated by  solar  rays  longer  than  3200  A.  Most  commercial  lotions  absorb 
only  short,  burning  rays  up  to  about  3100  A.  New  UVAL  provides  excel- 
lent screening  of  short,  erythema-causing  waves  and  sustains  high  effec- 

o 

tiveness  throughout  the  photosensitizing  spectrum  (up  to  6500  A).  More- 
over, laboratory  studies  in  humans  demonstrate  that  UVAL  protects  hours 
longer t than  any  other  sun-screening  agent  available.  Such  protection  is 
unprecedented.  UVAL  has  no  known  contraindications  and  is  cosmetically 
acceptable.  Literature  (including  a list  of  photosensitizing  agents)  and 

Samples  available  on  request.  tAs  long  as  UVAL  remains  on  the  skin 

Distributed  by  / ™ \ THE  STUART  COMPANY,  Pasadena,  California 

| Stuart  I Division  of  Atlas  Chemical  Industries,  Inc. 

*io%  2-hydroxy-4-methoxybenzophenone-5-sulfonic  acid 
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THE  PHILOSOPHY  OF 
ARCHITECTURAL  DESIGN 


In  an  earlier  presentation  on  this  page  (April 
1965)  the  proposed  design  of  our  Basic  Science 
Building  was  reviewed  so  that  those  who  were 
interested  could  make  comments  about  the  build- 
ing if  they  felt  so  inclined.  We  have  since  re- 
ceived many  inquiries  for  additional  information 
about  the  building,  with  particular  emphasis  on 
the  philosophy  which  served  as  a basis  for  its 
design. 

Traditionally,  the  sciences  which  have  served 
as  basic  to  medicine  include  anatomy,  biochem- 
istry, physiology,  microbiology,  pathology  and 
pharmacology.  Recently,  the  distinctions  be- 
tween these  academic  disciplines  have  largely 
disappeared.  For  example,  anatomists  are  now 
often  geneticists;  microbiologists  are  biochemists 
and  pharmacologists  are  physiologists,  and  vice 
versa.  Simultaneously,  new  disciplines  like  bio- 
statistics, biophysics  and  nuclear  medicine  are 
clamoring  for  recognition.  We  have  given  much 
thought  to  these  changes  in  our  school  although 
until  the  trends  seem  clearer  we  have  chosen 
to  start  the  school  with  the  traditional  depart- 
ments and  allow  enough  flexibility  for  change 
later  as  necessary. 

The  basic  scientist  has  obligations  to  both 
teaching  and  biological  research.  However,  a 
big  change  has  taken  place  in  the  distribution 
of  his  teaching  efforts  during  the  recent  years 
because  the  number  of  graduate  students  who 
are  working  toward  the  Ph.D.  degree  has  in- 
creased markedly.  We  have  felt  that  the  design 
of  the  building  in  which  the  basic  scientist  must 
work  should  reflect  this  change  in  function  while 
still  permitting  the  discharge  of  his  primary  ob- 
ligation to  the  undergraduate  medical  student. 

It  is  our  conviction  that  part  of  the  building 
should  be  reserved  for  the  specific  needs  and 
requirements  of  the  medical  student.  In  other 
words,  student  activities  should  not  be  so  inte- 
grated with  the  activities  of  the  basic  science 
faculty  and  the  graduate  student  that  they  lose 
sight  of  their  own  mission  and  identity.  Similar- 
ly, medical  student  teaching  space  should  be 
jealously  guarded  against  encroachment  by  the 
faculty  just  because  they  can  raise  substantial 


funds  for  research  purposes.  These  two  princi- 
ples led  us  to  adopt  a design  philosophy  in  which 
all  undergraduate  teaching  and  learning  func- 
tions are  combined,  in  one  area,  apart  from  the 
post-graduate  research  activities  of  the  staff. 
Therefore,  we  have  located  the  student  teaching 
areas  in  a specific  area,  with  study  and  confer- 
ence rooms,  lockers,  lounging  and  eating  facili- 
ties. The  classrooms  are  multidiscipline  in  char- 
acter, which  requires  each  department  to  bring 
its  teaching  materials  to  the  student  instead  of 
requiring  the  student  to  migrate  all  over  the 
building.  Not  only  does  this  design  concept 
honor  the  aforementioned  principles  but  it  has 
the  additional  advantage  that  it  permits  the  later 
question  of  expansion  of  student  or  faculty  fa- 
cilities to  be  treated  independently  of  each  other. 

In  a similar  manner,  there  are  certain  sup- 
porting, or  core,  functions  which  serve  both  the 
student  and  the  faculty.  These  include  the 
medical  library,  animal  facilities  and  administra- 
tion. Our  design  situates  these  core  facilities 
between  the  student  and  the  faculty  so  that  both 
are  equally  served.  However,  we  have  located 
them  beneath  the  basic  science  departments  in 
order  to  solve  another  problem  which  almost 
every  medical  school  has  faced  at  one  time  or  an- 
other. That  is,  as  pressure  builds  up  to  expand 
the  basic  science  departments,  this  should  auto- 
matically insure  simultaneous  expansion  of  the 
core  functions.  Our  design  accomplishes  this 
since  you  can’t  enlarge  the  floor  space  on  one 
floor  without  enlarging  the  floors  below  it.  In 
the  case  of  the  medical  library  this  protection  is 
doubly  ensured  by  having  distributed  the  li- 
brary over  two  floors:  from  the  eastern  end  of 
the  building  to  a point  past  the  center  of  the 
building  on  one  floor,  and  from  the  western 
end  to  a point  past  the  center  of  the  building  on 
the  next  floor.  Thus,  no  matter  how  we  enlarge 
the  building  later  (except  by  going  up)  the  li- 
brary must  share  in  the  expansion  program. 
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I IMPORTANT  MEMBERSHIP  NOTICE 

Military  Dependents'  Medical  Care  Program  - Contract  Renewal 

You  are,  of  course,  familiar  with  the  Federal  "Military  Dependents1 
Medical  Care  Program".  The  contract  numbered  DA-05-114-MD-87 
expired  August  31,  1965.  The  Office  of  Dependents1  Medical  Care  has 
forwarded  a contract  similar  to  the  last  one  proposing  renewal  and 
execution.  Through  the  offices  of  the  Fiscal  Administrator,  Arizona 
Blue  Shield  Medical  Service,  all  member  physicians  actually  participat- 
ing and  providing  such  services  will  be  contacted  requesting  comments, 
submission  of  any  complaints,  and/or  recommendations.  The  remainder 
of  the  member  physicians  not  having  occasion  to  render  such  services, 
to  complete  the  survey,  are  hereby  requested  to  promptly  communicate 
with  the  Medical  Economics  Committee  of  the  Association  likewise  ex- 
pressing their  comments.  Address  such  comments  to  the  Fiscal  Admin- 
istrator, Arizona  Blue  Shield  Medical  Service,  P.  0.  Box  13466,  Phoenix, 
Arizona. 

Charles  E.  Henderson,  M.D. 

Secretary 
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SENATORIAL  MYOPIA 


Recent  newspaper  accounts  have  described 
senate  subcommittee  hearings  on  the  dispensing 
of  glasses  by  ophthalmologists.  Only  three  phy- 
sicians were  invited  to  testify  and  these  had  in- 
dicated in  advance  their  opposition  to  physician 
dispensing.  Three  others  were  permitted  to 
testify  at  their  own  request.  Thirteen  opticians 
or  their  representatives  appeared. 

From  these  few  witnesses  and  their  unproven 
charges,  Senator  Philip  A.  Hart,  D-Mich.,  con- 
cluded that  most  of  the  2500  ophthalmologists 
who  dispense  glasses  are  unethical.  He  stated 
that,  “The  consumer  and  the  independent  busi- 
nessmen deserve  protection  from  doctors  who 
abuse  their  prescription  powers  for  private  mone- 
tary gain.”  He  said  further,  “All  that  is  left 
open  is  writing  new  legislation.” 

No  mention  is  made  of  non  medical  examiners 
who  sell  glasses,  advertise  in  the  news  media, 
and  fit  contact  lenses  with  their  potential  medi- 
cal complications.  No  mention  is  made  of  the 
ophthalmologists  who  have  been  forced  into 
dispensing  to  provide  their  patients  with  suit- 


able and  accurate  optical  goods. 

The  AMA  should  consider  the  implications  of 
the  Senator  as  an  insult  to  the  integrity  of  all 
physicians,  and  oppose  such  political  meddling 
in  medical  practice.  If  a physician  is  unethical 
because  he  influences  the  patients’  choice  of 
lenses,  or  because  he  profits  by  hiring  an  opti- 
cian, it  must  be  assumed  that  he  is  unethical  in 
other  areas  of  practice.  I am  happy  to  report 
that  the  AMA  did  not  support  the  Senator’s  view- 
point. 

The  public  does  not  deserve  such  poorly  con- 
ceived regulatory  legislation  based  on  unproven 
charges  and  innuendos  leveled  by  biased 
interests. 

I do  not  dispense  optical  goods  because  my 
patients  have  ready  access  to  competent,  well 
trained,  experienced  opticians  of  high  moral  in- 
tegrity. However,  I must  defend  my  colleagues’ 
obligation  to  do  so  if  they  feel  it  is  best  for 
their  patients. 

Robert  F.  Lorenzen 
Editor 


ARIZONA  MEDICINE 


Robert  F.  Lorenzen,  M.D Editor 

Mr.  Bruce  E.  Robinson  Managing  Editor 

Mrs.  Evelyn  Kuebler  Editorial  Secretary 

ASSISTANT  EDITORS 
Original  Articles 

Mayer  Hyman,  M.D.  Preston  J.  Taylor,  M.D. 

Kenneth  Johnson,  M.D. 

Editorial  Section 

R.  Lee  Foster,  M.D.  William  B.  McGrath,  M.D 

John  R.  Green,  M.D.  Leslie  B.  Smith,  M.D. 

John  W.  Kennedy,  M.D. 

ASSOCIATE  EDITORS 

Earl  J.  Baker,  M.D.  . . Civil  Defense 

Kenneth  C.  Baker,  M.D Dermatology 

Max  Baumeister,  Jr.,  M.D Anesthesiology 

Chester  G.  Bennett,  M.D General  Surgery 

William  E.  Crisp,  Jr.,  M.D Obstetrics  and  Gynecology 

David  D.  Daly,  M.D Neurology 

Charles  W.  Elkins,  M.D Neurosurgery 

James  D.  Nauman,  M.D.  . .Medical  Society  of  U.S.  & Mexico 

William  M.  Hindman,  M.D Pathology 

C.  Thomas  Read,  M.D Thoracic  Surgery 

Wallace  A.  Reed,  M.D Medical  Economics 

Paul  L.  Singer,  M.D Genito-Urinarv 

Hugh  H.  Smith,  M.D Public  Health 

Alvin  L.  Swenson,  M.D Orthopedics 

William  G.  Ure,  M.D Tuberculosis 

Editorials  of  Arizona  Medicine  are  the  opinions 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may 


Address  all  correspondence  to  the 
Journal  Offices 

P.  O.  Box  12S.  Scottsdale,  Arizona 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion m ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  refeiences  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol 
lowed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  tire  Editors  try  to  catch  inaccuracies,  the  ulti 
mate  responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
be  sought  in  the  published  proceedings  of  that  body. 


October,  1965 


809 


TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

’NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


NEOSPORIN 


brand 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Nbomycin  Base)  .,5  mg. 


Tubes  of  V2  oz.  and  1 oz. 

■clinically  effective 

■comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Role  of  the  Dentist  in  the  Diagnosis 

and 

Treatment  of  Oral  Cancer 


Paul  E.  Boyle,  D.M.D. 


There  are  now  50  dental  schools  in  the  United 
States  admitting  nearly  4,000  students  per  year, 
and  more  schools  are  in  the  building  or  plan- 
ning stage.  In  all  of  them  the  degree  of  doctor  of 
dental  medicine  or  doctor  of  dental  surgery  is 
awarded  by  the  parent  university.  Most,  but  not 
all,  of  these  universities  also  award  the  doctor  of 
medicine  degree.  Dentists  are  doctors,  too.  The 
federal  government  is  meticulous  in  specifying 
“physicians  and  dentists"  in  all  legislation  for 
research  grants  and  fellowships.  It  places  these 
professions  on  an  equal  basis  in  competing  for 
such  awards.  Dentists  bridle  a bit  at  the  com- 
mon, colloquial  expression  “doctors  and  dentists”. 
It  is  encouraging  when  the  term  “doctor"  is  used 
in  the  press,  to  an  increasing  extent,  I believe,  to 
cover  all  practitioners  in  the  field  of  health.  The 
physician  must  accept  the  great  responsibility  of 
leadership  in  all  matters  concerning  health.  He 
deals  with  the  major  problems  of  life  and  death 
and,  in  cancer  particularly,  the  final  authority  is 
his.  The  100,000  dentists  of  this  country  should 
play  a vital  role  in  detection  and  diagnosis  of 
malignant  disease  not  only  of  the  oral  cavity 
proper  but  of  the  contiguous  regions  of  the  face 
and  neck,  where  it  has  been  reported  that  ap- 
proximately 15%  of  all  malignant  neoplasms  oc- 
cur. 

The  dental  profession  has  long  been  concerned 
with  the  early  detection  of  tooth  decay  and  of 
periodontal  disease.  “See  your  dentist  twice  a 
year”  is  a well  publicized  slogan.  Preservation  of 
a healthy,  natural  dentition  throughout  the  nor- 
mal life  span  is  a reasonably  obtainable  goal  with 
application  of  our  present  knowledge  of  preven- 
tion and  treatment  of  dental  disease.  Yet,  among 
every  100  adults  examined,  18  had  lost  all  teeth 
and  9 others  had  natural  teeth  in  one  jaw  only, 
according  to  a recent  report.1  The  situation  with 
mouth  cancer  is  equally  bleak.  Cancer  has  been 

Western  Reserve  University,  School  of  Dentistry,  Cleveland,  Ohio 
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a reportable  disease  in  upstate  New  York  since 
1940.  In  1952,  699  cases  of  oral  cancer  were  re- 
ported. Of  these  44.1  per  cent  were  considered 
“early.”  Ten  years  later  the  percentage  of  early 
oral  cancers  found  had  increased  less  than  2%. 
The  overall  cure  rate  for  oral  cancer  is  around 
35  to  40%,  with  a cure  rate  for  “early”  lesions  of 
approximately  50%. 

Where  does  the  difficulty  lie? 

First,  we  all  tend  to  find  what  we  look  for. 
Where  the  index  of  suspicion  is  low  the  detection 
rate  approaches  zero. 

One  of  our  graduates,  class  of  1963,  who  spent 
a year  with  us  as  a cancer  training  fellow,  has 
recently  gone  into  practice.  He  is  now  with  the 
school  on  a part  time  basis,  serving  in  the  ad- 
mitting and  diagnosis  clinic.  On  the  days  when 
he  is  in  the  clinic  we  have  a decidedly  higher 
number  of  requests  for  exfoliative  cytology  and 
biopsy  examinations  than  when  older  instruc- 
tors, well  versed  in  dental  procedures  but  less 
alert  to  soft  tissue  lesions,  are  in  charge.  This 
young  dentist  within  the  last  six  months  has 
found  in  his  private  practice  two  cases  of  oral 
malignancy,  established  by  biopsy  diagnosis.  The 
older  dentist  with  whom  he  is  associated  has  not 
seen  a single  case  of  oral  cancer  in  many  years 
of  practice. 

Dentists  and  physicians  generally  are  not  ac- 
customed to  make  a careful  inspection  and  pal- 
pation of  the  oral  tissues.  How  many  of  you  have 
your  older  patients  remove  their  dentures  before 
you  perform  a careful,  systematic  examination 
of  the  mouth?  I venture  to  suggest  that  if  even, 
dentist  was  as  well  trained  and  as  conscientious 
as  the  recent  graduate  I have  mentioned  and  if 
every  physician  was  equally  competent  and  thor- 
ough in  his  examination  of  the  oral  cavity,  the 
cure  rate  of  oral  cancer  for  those  patients  who 
have  regular  annual  examinations  would  ap- 
proach 100%. 
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A second  difficulty  in  reducing  the  mortality 
from  oral  cancer  lies  in  the  present  concept  of 
an  “early”  lesion,  that  is  one  less  than  1 cm.  in 
diameter.  We  are  beginning  to  realize  that  this 
is  late  in  the  biological  development  of  a cancer, 
representing  many  cell  divisions  and  months  or 
years  in  time.  Truly  early  neoplasms  may  be 
manifested  by  changes  in  color  or  texture  of  the 
oral  mucosa  which  are  barely  detectable  clini- 
cally. It  is  in  the  identification  of  such  lesions 
that  I believe  exfoliative  cytology  has  the  great- 
est potential  for  saving  lives.  In  the  mouth,  as  in 
the  cervix  uteri,  carcinoma  in  situ  occurs.  Truly 
early  lesions  of  oral  cancer  may  not  arouse  sus- 
picion in  the  minds  of  clinicians  with  consider- 
able experience  in  the  recognition  of  overt  oral 
cancer.  Within  the  past  year  one  of  our  most 
competent  oral  surgeons  sent  us  a biopsy  of  an 
oral  lesion  less  than  2 mm.  in  diameter,  which 
proved  to  be  an  invasive  squamous  cell  carci- 
noma. I have  seen  a very  few  other  carcinomas 
removed  at  this  stage  and  believe  the  likelihood 
of  cure  approaches  100%  in  such  instances. 

The  third  and  by  far  the  greatest  difficulty  in 
reducing  oral  cancer  mortality  lies  in  the  fact 
that  only  about  one  half  of  our  population  con- 
sults the  dentist  with  any  regularity.  It  is  in  the 
other  half  that  cancer  of  the  mouth  is  more  likely 
to  occur  since  this  group  includes  the  majority  of 
people  with  low  income  and  little  education. 
Much  the  same  situation  exists  with  cancer  of  the 
uterus  which  also  has  a higher  rate  of  occurence 
among  those  with  below  average  income.  When 
cancer  occurs  in  the  mouths  of  patients  who  do 
not  have  regular  dental  care  there  is  likely  to  be 
great  delay  before  the  victim  seeks  professional 
advice  from  either  a dentist  or  a physician  and 
his  chances  of  cure  are  correspondingly  reduced. 
It  has  been  said  that  “the  major  disabling  disease 
— if  you  will  — of  today  is  poverty  and  deprive- 
ment.  It  is  today  what  tuberculosis  was  of  yes- 
terday. It  is  the  cause  of  more  social,  intellectual 
and  biological  trauma  than  from  any  other 
source.”  It  is  obviously  difficult  to  reach  the 
poor  and  illiterate  but  it  must  be  equally  ob- 
vious that  it  is  our  responsibility  to  increase  our 
efforts  to  do  so.  If  cancer  was  as  demonstrably 
infectious  as  small  pox  or  even  tuberculosis  we 
would  rapidly  develop  methods  of  early  detec- 
tion and  therapy  for  our  own  protection  as  well 
as  to  prevent  suffering,  disfigurement  and  death 
of  our  fellow  human  beings.  The  dentist  shares 
the  responsibility  with  all  other  members  of  the 


health  professions  for  the  education  of  the  mass 
of  our  population  concerning  the  possibility  of 
control  of  neoplastic  disease  by  early  detection 
through  awareness  of  the  danger  signals  of  can- 
cer of  the  mouth  as  of  other  regions  of  the  body 
and  of  the  importance  of  regular,  systematic- 
examinations  by  the  dentist  or  physician. 

He  also  has  a responsibility  for  disseminating 
knowledge  of  the  importance  of  tobacco  as  an 
etiologic  factor  in  cancer  of  the  mouth  as  well 
as  of  the  pharynx,  larnyx  and  lung.  The  associa- 
tion of  oral  cancer  with  pipe  and  cigar  smoking 
appears  well  established  as  is  also  the  increased 
likelihood  of  development  of  oral  cancer  in  snuff 
users.  I am  concerned  lest  the  incidence  of  mouth 
cancer,  which  has  been  dropping,  may  rise  now 
that  so  many  smokers  are  switching  from  ciga- 
rettes to  cigars  and  pipes. 

Alcohol  has  also  been  incriminated  in  mouth 
cancer  as  has  poor  oral  hygiene,  jagged  teeth 
and  other  forms  of  irritation. 

The  dentist,  by  common  consent,  has  an  im- 
portant role  to  play  in  the  stablishment  of  the 
diagnosis  of  oral  cancer  by  the  biopsy  procedure. 
Dentists  must  be  educated  to  the  importance  of 
histopathologic  examination  of  all  questionable 
soft  tissue  surgically  removed.  Quite  recently  we 
have  seen  tissue  diagnosed  as  pyogenic  granu- 
loma histologically  proven  to  be  fibrosarcoma.  In 
other  instances  loosening  of  the  teeth  from  “pyor- 
rhea”, better  termed  “periodontal  disease”,  prov- 
ed be  due  rather  to  clinically  unsuspected  malig- 
nant neoplastic  disease  when  tissue  is  submitted 
for  histologic  examination.  “Cysts”  may  actually 
be  ameloblastomas,  or  rarely,  squamous  cell  car- 
cinomas. Leukoplakia  may  mask  underlying  car- 
cinoma. 

The  dentist  is  experienced  in  tooth  removal 
and  most  recent  graduates  of  dental  schools  have 
received  training  in  the  taking  of  biopsies  of  the 
oral  tissues.  In  most  instances  a general  practi- 
tioner of  dentistry  is  probably  capable  of  per- 
forming the  biopsy  of  an  oral  lesion  competently 
and,  if  it  is  a question  of  his  doing  so  or  having 
the  lesion  go  undiagnosed  or  untreated,  the  den- 
tist should  certainly  take  the  biopsy. 

In  most  instances  where  a soft  tissue  lesion  in 
the  oral  region  is  discovered  which  arouses 
clinical  suspicion  of  squamous  cell  carcinoma,  I 
am  convinced  that  the  dentist  should  take  the 
responsibility  of  personally  seeing  that  the  pa- 
tient is  gotten  into  the  hands  of  a therapist  ex- 
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perienced  in  the  treatment  of  oral  cancer  and 
that  it  is  preferable  that  the  therapist  and  not 
the  dentist  take  the  biopsy.  Here  is  one  place 
where  exfoliative  cytology  may  be  of  great  value 
in  the  recognition  of  malignant  cells,  providing 
that  a negative  report,  either  of  a cell  smear  or  a 
biopsy,  is  never  interpreted  to  mean  that  cancer 
is  not  present.  A negative  report  when  clinical 
signs  persist  means  only  that  further  biopsy  is 
mandatory. 

Cancer  of  the  month  fortunately  is  a rare  dis- 
ease. If  we  accept  the  figure  of  1600  new  cases 
of  oral  cancer  in  New  York  State  per  year  and 
extrapolate  this  figure  for  the  total  population 
of  the  United  States,  whe  have  a total  of  about 
17,000  cases  per  year  nationally.  It  is  estimated 
that  about  one  third  of  all  patients  with  oral 
cancer  first  consult  a dentist  — this  would  mean 
about  6,000  such  paients  would  be  seen,  a ratio 
of  one  cancer  patient  to  16  dentists.  In  other 
words,  statistically,  a dentist  is  likely  to  be  con- 
sulted by  a patient  with  oral  cancer  once  in  16 
years.  He  can  well  afford  to  make  this  “the  case 
of  a lifetime”  and  follow  it  through  to  diagnosis 
by  a competent  therapist. 

The  accuracy  of  clinical  diagnosis  of  squamous 
cell  carcinoma,  especially  when  the  lesion  has 
attained  the  size  of  a centimeter  or  more,  is  high. 
This  is  the  form  of  oral  malignant  neoplasm 
which  accounts  for  90%  or  more  of  all  deaths 
from  mouth  cancer.  The  danger  of  delay  through 
inadequate  biopsy  and  a negative  pathological 
report  is  real.  I am  also  convinced  that  the 
danger  of  spreading  malignant  cells  by  the  biop- 
sy procedure  is  not  insignificant.  Some  years  ago 
I wrote  as  follows  on  this  subject:2 

“Medicine  and  surgery  have  styles  and  fash- 
ions that  seem  right  and  proper  while  in  vogue, 
and  a generation  later  often  appear  quite  without 
logical  basis.  At  the  moment,  the  biopsy  is  in 
fashion.  The  arguments  for  its  use  to  establish 
beyond  question  the  diagnosis  of  malignant  neo- 
plastic disease  are  valid.  The  assumption  that  it 
is  without  danger  to  the  patient  is  based  on  very 
inadequate  data.  The  experimental  evidence  that 
palpation  and  biopsy  may  promote  metastasis, 
particularly  in  the  less  differentiated  carcinomas 
of  the  type  frequently  found  in  the  oral  tissues, 
is  impressive.  The  clinical  course  of  the  majority 
of  patients  with  cancer  of  the  oral  cavity  certain- 
ly justifies  a critical  review  of  every  phase  of  the 
accepted  procedures  now  in  vogue.  I believe  that 
such  a review  of  all  the  evidence  will  lead  to  the 


conclusion  that  no  one  should  perform  a biopsy 
of  a cancer  of  the  oral  mucous  membrane  except 
with  the  greatest  care  and  circumspection,  and 
that  the  biopsy  procedure  should  be  followed,  in 
the  shortest  possible  time  after  microscopic  con- 
firmation of  the  diagnosis,  by  the  surgical  or 
radiation  treatment  of  the  lesion.  This  in  no  way 
lessens  the  responsibility  for  establishing  the 
diagnosis  of  the  first  dentist  or  physician  who 
detects  an  oral  lesion  that  may  be  cancer.  In 
most  instances,  this  will  be  accomplished  more 
effectively  if  the  patient  is  put  immediately  into 
the  hands  of  the  oncologist  who  will  assume  re- 
sponsibility for  both  diagnosis  and  treatment. 
There  is  danger  of  a false  negative  diagnosis  if 
a biopsy  specimen  is  taken  by  an  inexperienced 
person,  as  well  as  a danger  of  promoting  meta- 
stasis if  the  biopsy  specimen  is  taken  injudicious- 
ly.” 

I have  not  changed  my  opinion.  It  is  of  interest 
that  Dr.  Warren  Cole3  of  the  University  of  Illi- 
nois has  shown  that  the  cure  rate  of  carcinoma  of 
the  breast,  when  the  biopsy  as  well  as  the  defini- 
tive surgery  is  done  by  the  surgeon  as  one  opera- 
tive procedure,  is  significantly  higher  than  when 
the  biopsy  is  done  elsewhere  and  the  patient  then 
referred  for  surgery.  I venture  to  predict  that 
similar  results  would  be  obtained  with  oral 
cancer. 

A word  should  be  said  about  the  detection  of 
leukemia  by  the  dentist.  A child  or  even  an  adult 
may  consult  a dentist  because  of  gingival  bleed- 
ing and  a hematologic  examination  may  establish 
a diagnosis  of  leukemia. 

The  dentist  should  be  aware  of  the  importance 
of  strong  support  of  his  patient  when  a diagnosis 
of  oral  cancer  is  suspected.  He  should  emphasize 
the  importance  of  immediate  consultation  and 
should  make  sure  that  an  appointment  is  made 
and  kept  for  definitive  diagnosis  and  therapy.  It 
has  been  my  experience  that  patients  respond 
well  to  assurances  of  the  effectiveness  of  modern 
therapy.  The  dentist  can  contribute  greatly  to 
saving  of  lives  through  a high  index  of  suspicion, 
routine  systematic  examination  of  oral  and  con- 
tiguous tissues  and  by  strong  support  and  refer- 
ral when  abnormal  lesions  are  discovered.  The 
danger  of  panic  and  even  of  suicide  is  real  il 
the  dentist  fails  to  govern  his  own  fear  of  malig- 
nant disease  and  to  give  necessary  counsel  and 
support  to  his  patient. 

The  dentist  also  has  a role  to  play  in  the  treat- 
ment of  the  patient  for  whom  a diagnosis  of  oral 
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cancer  has  been  made.  If  treatment  is  to  be  by 
x-irradiation  the  dentist  may  remove  teeth,  or  if 
teeth  are  present  and  are  to  remain,  he  should 
make  sure  that  the  teeth  and  supporting  tissues 
are  in  healthy  condition  and  that  good  oral  hy- 
giene has  been  established.  Dentists  have  also 
contributed  to  therapy  by  making  appliances  for 
application  of  radium  in  the  treatment  of  oral 
cancer. 

If  treatment  is  to  be  by  surgery,  the  dentist 
should  establish  good  oral  hygiene.  Perhaps  in 
no  other  area  of  the  body  is  neglect  of  elemental 
cleanliness  tolerated  during  surgical  procedures 
as  it  is  in  surgery  about  the  mouth  and  jaws. 
When  resection  of  part  of  the  mandible  or  maxil- 
la is  indicated,  the  dentist  may  aid  materially  by 
taking  impressions  and  pouring  models  of  the 
dentition  prior  to  the  operation.  He  should  be 
consulted  about  the  prosthetic  rehabilitation  of 
the  patient  before  surgery  is  undertaken.  By  the 
fabrication  of  obturators  and  other  prosthetic  de- 
vices the  dentist  may  make  continuing  speech, 
eating,  and  even  employment  possible.  A cured 
cancer  patient,  so  disfigured  that  life  is  a burden, 
may  be  restored  to  society  by  the  cooperation  of 
the  dentist. 

In  summary,  the  dentist,  as  a member  of  the 
health  professions,  cooperates  in  disseminating  a 
knowledge  of  cancer,  its  signs  and  symptoms,  to 
the  lay  public.  He  has  an  important  role  in  the 
detection  of  cancer  through  routine,  systematic 
examination  of  the  oral  and  contiguous  tissues  of 
symptom  free  patients  who  rely  upon  him  for 
oral  health  care.  He  has  a grave  responsibility 
for  the  establishment  of  a definitive  diagnosis  in 
all  lesions  discovered  during  such  an  examina- 
tion. He  should  be  effective  in  referral  of  a pa- 
tient to  a competent  therapist  for  treatment  and 
should  give  strong  moral  and  psychological  sup- 
port to  the  patient  until  that  referral  has  been 
accomplished.  He  has  a place  on  the  cancer  team 
in  the  preparation  of  the  oral  tissues  for  treat- 
ment either  by  irradiation  or  surgery  and  an  im- 
portant role  in  the  rehabilitation  of  the  patient 
by  the  fabrication  of  prosthetic  devices.  The  den- 
tist is  a doctor  also. 

1.  Selected  Dental  Findings  in  Adults  by  Age,  Race,  and  Sex. 
United  States  1960-62.  P.H.S.  Pub.  No.  1000  - Series  11  - No. 
7.  Public  Health  Service.  Washington.  U.S.  Government  Printing 
Office,  Feb.  1965. 

2.  Boyle,  Paul  E.:  Differential  Diagnosis  of  Soft  Tissue  Lesions 
of  the  Mouth  with  a Discussion  of  Biopsy  Procedures,  1.  Oral 
Surg.,  Oral  Med.,  and  Oral  Path.  7:507,  1954. 

3.  Cole,  Warren  H.,  McDonald,  G.  O.,  Robert  S.  S.,  and 
Southwick,  H.  W.,  Dissemination  of  Cancer,  Prevention  and 
Therapy.  New  York,  Century  Crofts,  Inc.,  1961. 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 


ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 

rjr/zona J Jedkine 

p.o.  box  128  scottsdale,  arizona  85252 

Name 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 
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s Now  a Team  Effort 


* 




fflHgpii 

. ..  


Darwin  W.  Neubauer,  M.D. 


The  American  College  of  Surgeons  through  its 
Cancer  Regionalization  Program  of  the  Commit- 
tee on  Cancer,  is  doing  an  excellent  service  to 
the  patient  and  presenting  a definite  aid  to  the 
Practicing  Physician.  This  program  encourages 
the  establishment  of  Cancer  Clinics  and  Tumor 
Boards  with  greater  use  of  group  diagnosis  and 
consultation  for  such  results  in  the  most  effec- 
tive therapy.  A functioning  Cancer  Team  should 
consist  of  a Pathologist,  Radiologist,  Internist, 
Surgeon  and  other  Specialists  as  indicated. 

It  is  not  the  desire  of  the  program  to  impinge 
upon  any  established  organization,  but  rather  to 
cooperate  with  the  State  Chapters  of  the  College 
of  Surgeons,  Hospital  Associations,  Dental  As- 
sociations, Medical  and  Ancillary  Professional 
Societies,  the  State  Division  of  the  American 
Cancer  Society,  and  such  appropriate  govern- 
mental Health  Agencies  as  will  aid  in  the  devel- 


opment of  improved  cancer  therapy. 

Neither  would  the  plan  conflict  with  the  inde- 
pendence of  a Physician  in  caring  for  his  private 
patients,  or  with  the  care  of  service  patients’  on 
hospital  wards.  It  would  be  a Tumor  Consulta- 
tion Service  that  is  advisory  only. 

This  Philosophy  of  team  care  for  the  cancer 
patient  has  been  advanced  in  past  years  at  local 
hospitals.  Unfortunately,  selfish  and  jealous  mo- 
tives have  interfered  with  the  development  of 
these  programs  which  are  needed.  The  rapidly 
expanding  knowledge  in  cancer  therapy  makes 
it  a necessity  to  interdigitate  chemotherapy,  radi- 
otherapy and  surgery. 

It  is  hoped  that  the  facilities  and  guidance  of 
the  College  of  Surgeons  as  offered  in  their  recent 
program  will  be  accepted  and  adopted  by  the 
larger  Hospitals  of  Arizona. 
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On  Stelazine®  brand  of  trifluoperazine 


she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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SILVER  NITRATE  AND  BURNS  --  CAUTION!!! 


MacDonald  Wood,  M.D. 


A recent  reporting,  by  Monafo  and  Moyer 
(1),  of  saturating  the  gauze  dressings  of  burned 
patients  with  a dilute  (0.5%)  silver  nitrate  solu- 
tion, has  indicated  that  a decrease  in  mortality, 
lessening  of  pain,  elimination  of  odor,  and  bac- 
teriorstatie  effect  were  observed  on  those  pa- 
tients with  major  burn  wounds.  Other  advan- 
tageous effects  were  the  reduction  of  insensible 
water  loss;  lack  of  argyria,  and  a diminished 
need  for  blood  replacement  and  general 
anesthesia. 

Though  the  beneficial  implications  are  tre- 
mendous, one  dressing  hazard  must  be  re-em- 
phasized: 

The  normal  skin  or  the  escharred  third  degree 
burn  is  basically  an  impermeable  layer.  How- 
ever, a second  degree  or  a deep  second  degree 
burn  wound,  and  the  non-escharred  or  debrided 
third  degree  burn  wound  are  permeable  mem- 
branes that  permit  rapid  transfer  of  electrolytes. 
Because  the  dilute  (0.5%)  silver  nitrate  solution 
is  hypotonic,  the  gradient  between  the  electro- 
lytes in  the  body  fluids  and  those  in  the  burn 
dressing  is  great.  Copious  amounts  of  sodium 
and  chloride  can  exude  into  the  dressing  rapidly 
and  on  a continual  basis,  placing  the  patient 
into  electrolyte  imbalance  in  a matter  of  a few 
hours! 

(Potassium  is  lost  much  more  slowly;  its 
deficit  may  take  several  weeks  to  occur.)  Re- 
peated and  frequent  electrolytic  microanalyses 
of  the  blood  are  essential  to  aid  one  in  com- 
bating this  profound  shift.  Infants  suffer  a more 
rapid  change  than  adults.  Oral  replacement, 
when  possible,  of  sodium,  chloride,  and  potas- 
sium, is  necessary  to  compensate  for  these  losses. 
A whirlpool  bath,  in  a balanced  Locke’s  solution, 
is  similar  to  a dialysis  with  an  artificial  kidney, 
and  close  electrolytic  observation  is  mandatory 
to  maintain  a chemical  balance. 

The  0.5%  silver  nitrate  dressing  is  dangerous! 
Initially,  Moyer  (2)  lost  two  patients  before  the 
“potent  mineral  depleting  capacity  of  the  hypo- 


tonic” solution  was  recognized.  Since  February 
1985,  over  thirty  patients  have  been  treated  on 
the  Burn  Service  of  Maricopa  County  General 
Hospital  using  the  0.5%  silver  nitrate  solution 
technique.  Four  of  these  patients  had  signifi- 
cant sodium  loss;  two  of  which  had  profound 
hyponatremia  and  hypochloremia.  All  were  sta- 
bilized by  the  alert  surgical  resident  staff  who 
instituted  rapid  correction  of  these  deficits.  Only 
by  this  experience,  despite  Moyer’s  warning  (2), 
was  the  magnitude  and  rapidity  of  the  mineral 
shift  fully  appreciated.  Prophylactic  measures 
now  have  provided  a smoother  hospital  manage- 
ment. The  results  of  tahe  silver  nitrate  treat- 
ment at  the  Maricopa  County  General  Hospital 
parrallel  those  of  Moyer  (2),  and  confirm  the 
encouraging  aspects  of  this  modality  of  treat- 
ment. A more  detailed  report  will  be  subse- 
quently presented. 

The  use  of  dilute  (0.5%)  silver  nitrate  dressing 
on  a burned  patient,  particularly  on  a second  or 
deep  second  degree  wound  surface  or  on  an 
exposed  debrided  third  degree  wound  is  an  ex- 
tremely dangerous  procedure.  Physicians  must 
be  oriented  in  fluid  and  electrolytic  needs,  and, 
with  adequate  and  frequent  laboratory  ex- 
aminations, must  be  diligent  in  proper  electro- 
lytic replacement.  In  addition,  this  dressing 
technique  cannot  be  wholly  delegated  to  the 
nursing  staff,  but  requires  vigilant  and  active 
participation  on  the  part  of  the  attending 
doctor. 

A sincere  word  of  caution  is  extended  to  phy- 
sicians treating  burned  patients  with  dressings 
saturated  with  dilute  (0.5%)  silver  nitrate  solu- 
tion. This  dressing  in  potentially  dangerous! 

1.  Monafo,  W.  W.  and  Moyer,  C.  A.:  Effective- 
ness of  Dilute  Aqueous  Silver  Nitrate  in  the 
Treatment  of  Major  Burns,  Arch  Surg  91:200-210 
(July)  1965. 

2.  Moyer,  C.  A.,  et  ah  Treatment  of  Large 
Human  Burns  with  0.5%  Silver  Nitrate  Solution, 
Arch  Surg  90:812-867  (June)  1965. 

Note:  Refer  to  Letter  to  the  Editor  on  Page  823. 
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What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital 
tract;  severe  depression.  Precautions:  Existing  uterine 
fibroids  may  increase  in  size.  In  lactating  mothers 
delay  Norinyl  until  nursing  needs  are  established. 
Withhold  Norinyl  before  liver  or  endocrine  function 


testing.  In  metabolic  or  endocrine  disorders  careful 
clinical  preevaluation  of  patients  is  indicated.  Be- 
cause progestational  agents  with  estrogen  in  general 
may  cause  some  degree  of  fluid  retention,  patients 
with  a history  of  epilepsy,  migraine  or  asthma  re- 
quire careful  observation.  Adverse  Reactions:  Accord 
ing  to  observations  thus  far,  side  effects  consist 
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What  it  takes... 

patient 
and  physician 
confidence 

the  Norinyl  2mg.  regimen  provides 

Virtually  100%  effectiveness . . .Norethindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  used  as  directed. 

fewest  possible 
side  effects 

Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 

no  confusion 
about  dosage 

An  unbreakable  “confusionproof”  p< 
makes  it  easy  for  patients  to  adhere  to  th 
dosage  schedule;  tablets  individually 
numbered  from  1 through  20; 
monthly  calendar  enables  Norinyl 

patient  to  keep  a record  of  "a"  - 

month’s  dosage  by  day  and  s^,:r 

corresponding  tablet  number, 

ickage  that 
e prescribed 
sealed  and 

a well-informed 
patient 

An  informative  64-page 
purse-size  book  providing  .V  gu 1 1 

everything  your  patient  needs  f v' 1 * gjjf.; 

to  know  for  full  understand-  NS  * 
ing  and  cooperation.  Avail-  Of 
able  in  quantities  on  your 

(norethindrone  2 mg.  c mestranol 


for  what  it  takes  to  see  her  through 


mainly  of  changes  in  the  menstrual  cycle,  symptoms 
resembling  early  pregnancy,  weight  gain,  nausea, 
and  a few  minor,  generally  transient,  subjective  com- 
plaints (headache,  dizziness,  nervousness  and  irri- 
tability). Dosage  and  Administration:  One  Norinyl 
Tablet  orally  for  20  days,  commencing  on  day  5 
through  and  including  day  24  of  the  menstrual  cy- 


cle. (Day  1 of  the  cycle  is  the  first  day  of  menstrual 
bleeding.)  Supply:  Dispensers  of  20  and  60  and  bot- 
tles of  100  tablets. 


norethindrone — an  original  steroid  from 

SYNTEXE3 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 

Bamadex' 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels’ 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hy perexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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IN  MEMORIAM 


harold  McKinley  bunch,  m.d. 
1898-1965 

Harold  McKinley  Bunch,  M.D.,  67  died  sud- 
denly of  a heart  attack  June  9 in  Mead,  Kansas. 
Dr.  and  Mrs.  Bunch  were  returning  from  Phoenix 
to  their  home  in  Atlanta,  Mo.,  after  attending  the 
wedding  June  4th  of  their  son,  Alan,  and  the 
former  Janice  Reed. 

Dr.  Bunch  had  practiced  medicine  in  Phoenix 
for  ten  years  before  his  retirement  in  1963.  In 
March  of  this  year  the  Bunches  sold  their  home 
at  7117  N.  Second  Drive  and  moved  to  Atlanta, 
where  he  had  farming  interests. 

Dr.  Bunch  was  born  Oct.  24,  1897,  in  Atlanta. 
He  received  his  pre-medical  training  at  the  Uni- 
versity of  Missouri  and  was  graduated  from 
Washington  University  School  of  Medicine,  St. 
Louis,  in  1921.  He  was  a veteran  of  both  world 
wars.  In  1918  he  served  in  the  Army  and  from 
1943-45  he  was  a Lieutenant  Commander  in  the 
Navy  Medical  Corps.  He  practiced  in  Shenan- 
doah, Iowa,  before  coming  to  Phoenix  in  1952. 

A charter  member  of  North  Congregational 
Church  of  the  Beatitudes  here,  Dr.  Bunch  had 
served  on  its  board  of  trustees.  He  was  actively 
interested  in  Little  League  Baseball.  He  was  a 
member  of  the  Maricopa  County  Medical  So- 
ciety, The  Arizona  Medical  Association,  Inc.,  and 
the  American  Medical  Association. 

Among  those  surviving  are  his  widow,  Kath- 
erine E.  Bunch;  his  son,  Alan  McKinley  Bunch; 
three  daughters,  Mrs.  Leonard  Lawrence  of 
Tarzana,  Calif.,  Mrs.  Thomas  Gillespie,  Jr.,  of 
New  York,  Miss  Kathy  Bunch  of  Los  Angeles, 
Calif.,  and  four  grandsons. 


WILLIAM  F.  SCHOFFMAN,  M.D. 
1906-1965 

The  sudden  death  of  Dr.  William  F.  Schoff- 
man  was  a great  shock  to  the  medical  community 
and  to  his  many  friends. 

Dr.  Schoffman  was  a graduate  of  the  Univer- 
sity of  Minnesota  Medical  School  and  completed 
his  pediatric  training  at  the  University  of  Chi- 
cago. 

He  began  practice  in  Phoenix  in  1932,  and  for 
the  next  33  years  devoted  himself  tirelessly  to  the 
care  and  welfare  of  his  pediatric  patients. 

He  was  awarded  recognition  in  1962  by  Bishop 
Green  of  the  Diocese  of  Tucson  for  his  many 
years  of  service  to  the  Catholic  Social  Service 
Agency. 


I 

He  was  particularly  interested  in  St.  Joseph’s 
Hospital  and  spent  a great  deal  of  time  and  ef- 
fort in  furthering  this  institution’s  Out  Patient 
Department. 

He  will  be  missed  by  the  medical  community, 
particularly  the  Pediatric  group,  but  even  more 
so  by  his  many  loyal  patients  and  friends  for 
whom  he  did  so  much. 

May  he  now  rest  in  peace. 


LUIS  NEGRETE  CARRADA,  M.D. 
1891-1965 

Dr.  Luis  Negrete  Carrada  expired  July  14, 
1965,  at  the  age  of  78  years.  He  was  born  in 
Abasolo,  Guanajuato,  Mexico,  and  attended 
Medical  School  in  Morelia  and  Mexico  City  re- 
ceiving his  M.D.  degree  in  1917.  He  also  received 
a degree  in  Pharmacy  at  Morelia.  His  internship 
and  residency  were  served  in  the  Military  Hos- 
pital of  Mexico  from  1917  to  1920.  Dr.  Carrada 
practiced  medicine  in  Tucson  from  1944  to  1965. 
He  was  a member  of  the  Pima  County  Medical 
Society,  the  Arizona  Medical  Association  and  the 
American  Medical  Association. 


WILLIAM  VALLE,  M.D. 
1924-1965 

Doctor  William  Valle  died  from  myocardial 
infarction  while  at  work  in  his  office  August  4, 
1965. 

Bill  Valle  was  born  June  30,  1924  in  Ceva, 
Italy  and  this  was  his  home  until  moving  to 
California  in  1955.  He  completed  his  undergrad- 
uate education,  and  was  graduated  in  Medicine 
from  the  University  of  Turin  in  1948.  Following 
graduation  he  returned  to  his  home  town  and 
did  general  practice  there  until  moving  to  the 
United  States.  He  and  Ann  were  married  in  1953. 

Bill  found  he  was  no  exception  to  the  rule  of  it 
being  hard  for  a foreign  graduate  to  practice  in 
the  United  States,  and  during  their  first  year  in 
the  United  States  Bill  worked  as  an  orderly  in 
Good  Samaritan  Hospital  in  Los  Angeles  while 
studying  the  English  language.  After  he  master- 
ed English  he  worked  at  night  as  a bank  teller 
while  he  studied  for  his  requirements  for  intern- 
ship. 

Bill  left  Ann  and  his  daughter  Kathy  in  Los 
Angeles  while  he  came  to  Good  Samaritan  Hos- 
pital in  Phoenix,  for  his  internship,  July  1957  to 
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July  1958.  He  liked  Phoenix  so  well  that  Ann  and 
Kathy  moved  here  and  Bill  stayed  for  a OB-GYN 
residency  at  Good  Samaritan  Hospital.  After  two 
years  at  Good  Samaritan  Hospital  he  went  to 
Maricopa  County  Hospital  for  an  extra  year’s 
residency  in  OB-GYN  and  it  was  during  this  year 
that  he  had  a severe  myocardial  infarction.  He 
returned  to  Good  Samaritan  as  chief  resident  for 
a year  and  then  went  into  private  practice  Au- 
gust 1,  1962. 

Hard  work  and  long  hours  was  Bill’s  lot  in  life 
since  he  was  motivated  to  meticulous  care  of  his 
patients.  While  he  was  a resident  the  attending 
men’s  patients  were  always  well  followed  by  him. 
By  being  an  excellent  clinician  and  always  put- 
ting his  patient’s  welfare  first,  he  was  building 
one  of  the  most  successful  obstetrical  and  gyne- 
cological practices  in  Phoenix. 

All  will  sorely  miss  Bill  and  especially  those 
of  us  who  were  fortunate  enough  to  have  worked 
closely  with  him  and  to  know  him  well.  Our 
sympathies  to  his  wife  Ann  and  his  two  children 
Kathy  and  Bill. 


DID  YOU  KNOW? 

Arizona  Medicine  received  requests  for  106,- 
200  reprints  during  the  past  twelve  months. 
One  order  alone  called  for  58,300  reprints. 
Reprints  can  be  had  on  any  article  appear- 
ing in  Arizona  Medicine.  We  will  be  happy  to 
supply  reprint  rates  to  interested  parties. 


24-HOUR  AMBULANCE  SERVICE  • AL  4-4111 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 


822 


CONTEST  BULLETIN  ! 


ATTENTION  ArMA  j 
MEMBERS!!!  j 

• Do  you  have  a budding  artist  in  your  2 
S family?  If  so,  he  or  she  has  an  oppor-  2 

• tunity  to  show  their  talent  by  design-  2 

• ing  the  cover  for  the  official  program  2 
2 of  the  Diamond  Jubilee  Meeting  of  2 

• The  Arizona  Medical  Association.  The  • 

• • 

• Grand  Prize  for  the  design  chosen  will  # 
| be  a $100.00  Savings  Bond.  Other  • 

• prizes  will  be  awarded.  This  contest  • 

• will  only  be  open  to  the  children  of  • 

• ArMA  members.  Entry  forms  have  been  • 

9 • 

® mailed  to  you.  If  you  wish  additional  • 

• information  or  extra  forms,  please  give  • 

• us  a call  at  the  Central  Office  — • 

• 945-3428  or  write  to  us  at  Box  128,  | 

® Scottsdale,  Arizona  85252.  • 

• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 
• • 


• 
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CORRESPONDENCE 


Robert  F.  Lorenzen,  M.D. 

Editor,  Arizona  Medicine 

Dear  Bob: 

The  treatment  of  burned  patients  by  the  sat- 
uration of  the  burn  dressing  with  dilute  silver 
nitrate  solution  has  received  considerable  pub- 
licity. To  date,  a single  institution,  Washington 
University  School  of  Medicine,  Department  of 
Surgery,  has  published  carefully  documented 
data  on  the  management  of  burns  using  this  type 
of  dressing,  with  the  advantages  and  disadvan- 
tages accurately  presented. 

However,  the  potential  hazard  of  dilute  silver 
nitrate  solution  is  tremendous,  and  recognition 
of  this  peril  may  come  too  late.  Our  state  phy- 
sicians are  starting  to  use  this  method  of  dressing 
burned  patients  because  of  the  published  bene- 
ficial effects.  The  risk  should  be  re-emphasized. 

It  is  urgent  that  our  medical  society  be  ap- 
praised of  this  hazard  before  anyone  embarks 
on  this  course  of  treatment.  One  recent  death, 
in  a Phoenix  hospital,  of  a burned  patient  under 
this  type  of  therapy,  assumedly  occurred  from 
rapid  electrolytic  imbalance  induced  by  the  di- 
lute silver  nitrate  solution. 

Because  of  the  seriousness  of  silver  nitrate 
treatment  for  burns,  prompt  publication  of  the 
enclosed  article,  if  accepted,  is  desirable. 

Sinscerely  yours, 

MacDonald  Wood,  M.D. 

Chief  of  Surgery 

Chairman,  Research  Committee 

Note:  Refer  to  the  Editorial  on  Page  817. 


PROJECT  VIET-NAM 

Mr.  Robert  Carpenter 

Executive  Secretary 

Arizona  Medical  Association,  Inc. 

Dear  Mr.  Carpenter: 

In  response  to  an  urgent  appeal  to  American 
Medicine  by  President  Lyndon  B.  Johnson,  the 
American  Medical  Association  is  assisting  the 
newly  formed  voluntary  organization  known  as 
PROJECT  VIET-NAM.  This  Project,  adminis- 
tered by  The  People-to-People  Health  Founda- 
tion, Inc.,  is  a cooperative  medical  effort  of 
America’s  inter-voluntary  agencies  for  the  peo- 
ple of  South  Viet-Nam.  The  Agency  for  Inter- 


national Development  (AID)  is  also  participating 
in  this  program  that  appears  vital  to  our  suc- 
cess in  the  present  crisis  in  Asia. 

PROJECT  VIET-NAM  was  developed  to  help 
alleviate  the  problem  of  the  critical  shortage  of 
physicians  in  South  Viet-Nam— a problem  that 
is  crippling  and  demoralizing  the  civilian  popu- 
lation of  the  country.  The  matter  is  of  concern 
to  all  phvsicians— those  believing  that  human 
life  everywhere  is  sacred,  and  those  sharing  a 
stake  in  the  security  of  the  United  States.  The 
American  Medical  Association,  cooperating  with 
the  President’s  request,  is  appealing  to  each 
County  and  State  Society  for  participation  in  a 
program  that  will  assist  in  the  procurement  of 
volunteer  physicians  for  this  important  venture. 

PROJECT  VIET-NAM  will  send  teams  of 
twenty  (20)  physicians  into  Viet-Nam  for  periods 
of  just  sixty  (60)  days.  The  teams  w ill  be  divided 
into  four  groups,  each  being  assigned  to  a hos- 
pital now  being  operated  under  the  AID  pro- 
gram. Facilities  and  supporting  personnel  are 
available  at  each  installation  for  carrying  out 
services  in  accordance  with  acceptable  profes- 
sional standards.  While  ultimately  many  disci- 
plines of  medicines  may  be  required,  the  imme- 
diate need  is  for  physicians  in  general  practice, 
general  surgery  and  orthopedic  surgery.  Al- 
though service  with  PROJECT  VIET-NAM  is  on 
a volunteer  basis,  transportation  from  home  and 
return  via  commercial  airline,  a nominal  per 
diem,  housing,  meals  and  other  needs  will  be 
supplied.  The  federal  government  has  also  g iven 
assurance  that  all  volunteers  will  be  granted 
the  same  privileges,  courtesies  and  priority  pro- 
vided government  personnel  in  the  area. 

I trust  that  you  will  bring  this  information  to 
the  attention  of  the  membership  of  your  society 
through  the  most  expedient  and  effective 
method.  Interested  physicians  may  obtain 
further  information  and  application  forms  by 
communicating  with: 

PROJECT  VIET-NAM 
2233  Wisconsin  Avenue,  N.  W. 
Washington,  D.  C.  20007 
Phone:  338-5730  or  338-6110 

I ask  your  help  in  the  medical  support  of  val- 
iant people  playing  a decisive  role  in  the  de- 
fense of  freedom,  not  only  in  Southeast  Asia,  but 
in  all  the  world. 

Sincerely, 

James  Z.  Appel,  M.D. 
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. . it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘pure  depression ' and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S ):  1-12,  1959 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘Deprol’  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
maybe  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of ‘Deprol’ have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  CD-5749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 


(jjU  WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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REPRINTS 


A.  E.  Slesser,  Ph.D. 


THE  MYTH  OF  DRUG  PRODUCT 
"EQUIVALENCY" 


I have  a feeling  that  most  pharmacists  and 
physicians  believe  that  drug  products  made  by 
reputable,  knowledgeable,  capable  manufactur- 
ers can  be  relied  upon  to  work  as  they  should 
and  that  so-called  “generic  equivalents,”  sold  on 
a price-appeal  basis,  cannot  be  so  relied  upon. 

But  I also  have  the  feeling  that  professional 
and  lay  people  would  like  to  know  more  than 
they  do  about  the  reason  why  this  is  so. 

The  purpose  of  this  talk  is  to  try  to  present 
the  concept  of  drug  quality  and  the  drug  quality 
control  function  in  assuring  therapeutically  relia- 
ble drug  products,  and  to  explain  why  so-called 
“equivalency”  of  cheaper  products  that  purport 
to  be  the  same  is  a myth. 

Before  proceeding  any  further,  however,  let’s 
get  our  definitions  straight.  The  term  drugs  has 
been  the  source  of  much  confusion.  People  say 
drug  when  they  mean  drug  products  — i.e.,  tab- 
lets, capsules,  injections,  ointments,  etc. 

A drug  product  consists  of  the  chemical  com- 
pound ( the  drug  which  produces  the  therapeutic 
effect ) in  combination  with  one  or  many  other 
substances  that  must  be  used  to  make  the  tablet, 
capsule,  injection,  etc. 

If  people  could  be  given  the  drug  ( the  chemi- 
cal compound ) itself  there  would  be  no  question 
about  therapeutic  equivalency  (or  non-equival- 
ency) between  one  drug  and  another  because  it 
would  be  easy  to  establish  the  physical  and 
chemical  specifications  which  would  assure  that 

Presented  on  June  1,  1965,  at  a meeting  of  the  Hillsboro  County 
Medical  Association  in  Tampa,  Florida. 

Assistant  Technical  Director,  Manufacturing  Division,  Smith  Kline 
& French  Laboratories. 


two  chemical  compounds  were  or  were  not  the 
same. 

For  many  reasons,  however,  it  is  not  possible 
to  give  the  chemical  compound  itself  to  patients. 
The  nature  of  the  other  substances  which  must 
be  admixed  with  the  drug  (and  there  may  be 
from  one  to  twenty  or  more  in  a tablet,  capsule, 
etc. ) ; the  manner  in  which  the  admixture  is 
done;  the  number  and  type  of  quality  controls 
applied  at  each  step  of  manufacture  — all  of 
these  can  affect  the  therapeutic  efficacy  of  the 
dosage  form. 

The  United  States  Pharmacopeia  (U.S.P.)  gives 
recognition  to  this  fact  by  stating  on  pages  785 
and  786  of  U.S.P.  XVII: 

The  extent  to  which  the  therapeutic  constit- 
uent (the  drug)  of  a pharmaceutical  dosage 
form  (a  drug  product)  ...  is  available  for 
absorption  is  influenced  by  a variety  of  fac- 
tors . . . Among  (these)  are  the  manner  of 
compounding;  the  crystal  size  and  form  of 
the  therapeutic  constituent;  (and)  the  di- 
luents, excipients  and  other  compounding 
aids  (the  other  substances  with  which  the 
drug  must  be  admixed  to  produce  the  tablet, 
capsule,  etc.)  . . . The  maintenance  of  a 
demonstrably  high  degree  of  “physiological 
availability”  (Therapeutic  effectiveness)  re- 
quires particular  attention  to  all  aspects  of 
the  production  and  testing  process  that  may 
affect  the  . . . finished  article. 

With  the  explanation  of  our  terms  taken  care 
of,  let  us  agree  on  one  other  thing  at  the  outset, 
that  the  most  important  quality  of  a drug  prod- 
uct is  clinical  effectiveness  — the  reliability  that 
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it  will  perform  as  it  is  expected  to  perform  each 
time  it  is  used.  I do  not  think  there  will  be  much 
disagreement  with  this  premise. 

Because  without  clinical  reliability,  prescrib- 
ing, dispensing  or  administering  the  drug  prod- 
uct may  become  a medical  variation  of  “Russian 
Roulette.” 

Now,  there  is  only  one  way  of  assuring  the 
therapeutic  efficacy  of  a drug  product,  and  that 
is  by  properly  designed  and  controlled  clinical 
tests.  Yet,  despite  this  apparently  simple  concept, 
there  is  a widely  prevalent  tendency  to  confuse 
drug  content  of  a drug  product  with  drug  po- 
tency or  clinical  effectiveness. 

If  this  statement  is  surprising,  the  reader 
should  reflect  on  the  number  of  articles  that  have 
appeared  during  the  past  six  or  seven  years  that 
purport  to  show  equivalency  of  tablets  made  by 
several  manufacturers  — each  containing  the 
same  drug  in  the  same  quantity  — and  compared 
on  the  basis  of  the  assay  for  drug  content  alone. 
Some  of  these  studies  are  somewhat  more  com- 
prehensive, and  may  also  include  comparisons 
of  disintegration  times  and  weight- variation  tests. 

One  must  admit  that  there  is  a great  tendency 
for  the  reader  of  such  articles  to  reach  conclu- 
sions concerning  therapeutic  equivalency  on  the 
basis  of  such  comparisons,  because  the  reader 
may  ask  himself,  “With  all  this  data,  what  else 
is  needed?” 

In  a moment  we  shall  see  how  misleading 
such  data  can  be,  but  first  let’s  look  at  a com- 
mon and  apparently  logical  sounding  argument 
advanced  to  “prove”  drug  product  therapeutic 
equivalency.  It  goes  something  like  this:  generic 
X tables  are  in  the  U.S.P.  (or  N.F.)  and  must 
meet  U.S.P.  (or  N.F.)  specifications.  Therefore 
they  must  be  clinically  equivalent  to  “Y”  Tablets 
(the  brand  name  product  containing  the  same 
drug  and  same  amount,  but  manufactured  by  a 
reputable,  knowledgeable,  capable  manufactur- 
er). Parenthetically,  it  might  be  added  that  X 
tablets  are  almost  always  cheaper  than  “Y” 
Tablets. 

The  fallacy  in  this  seemingly  logical  argument 
is  exposed  by  none  other  than  the  Chairman  of 
the  Committee  on  Revision  of  the  National  For- 
mulary, Dr.  Edward  G.  Feldmann. 

In  a speech  before  the  Specialized  Institute 
on  Hospital  Pharmacy  held  in  Chicago  in  Oc- 
tober, 1962  (and  reprinted  in  the  American 
Journal  of  Hospital  Pharmacy),  21:388,  Sept., 


1964),  Dr.  Feldmann  stated: 

Many  people  in  pharmacy  have  the  mistaken 
notion  that  if  a product  meets  all  the  specific 
tests  and  requirements  detailed  for  that  ar- 
ticle in  the  U.S.P.  or  N.F.  monograph,  then 
that  particular  product  has  to  be  perfectly 
satisfactory.  While  I wish  this  were  true,  I 
am  sorry  to  say  that  it  is  not,  and  the  nature 
of  the  problem  is  such  that  we  can  never 
hope  to  develop  compendia  monographs 
which  will  give  complete  assurance  of  any 
product’s  absolute  suitability. 

Why  do  the  U.S.P.  and  the  Chairman  of  the 
Revision  Committee  of  the  N.F.  point  up  the 
limitations  of  these  legal  compendia  in  assuring 
therapeutic  performance  of  drug  products  that 
appear  in  the  compendia? 

The  answer  is  simple  and  can  be  stated  in  two 
parts:  (1)  the  performance  function  of  a drug 
product  cannot  be  spelled  out  in  a U.S.P.  or  N.F. 
monograph  because  many  factors  other  than  the 
drug  and  amount  are  of  vital  importance  in 
either  assuring  correct  performance  or  negating 
it  ( 2 ) these  “many  factors”  ( and  we  shall  explore 
them  in  a moment ) are  of  such  a nature  that  they 
cannot  be  included  in  a compendium,  nor  should 
they  be! 

Refer  to  any  tablet  monograph  in  the  U.S.P.  or 
N.F.,  for  instance,  and  you  will  find  no  informa- 
tion concerning  components  ( other  than  the 
drug  itself),  or  method  of  manufacture,  or  qual- 
ity controls  to  be  exercised  during  manufacture, 
or  inspections,  checks,  tests,  assays  and  other  in- 
process  controls  to  be  exercised  during  manufac- 
ture, etc.  Absence  of  such  information  is  no  ad- 
verse reflection  on  the  U.S.P.  and  N.F.,  because 
information  of  this  type  (aside  from  the  fact  of 
impracticality  of  inclusion)  is  neither  necessary 
nor  indicated  for  compendia  to  perform  their 
valuable  function. 

However,  knowledge  and  control  of  these  fac- 
tors should  be  the  responsibility  of  the  manufac- 
turer of  the  drug  products;  and  the  reputable 
and  qualified  manufacturer  carries  out  this  re- 
sponsibility through  the  exercise  of  systematic, 
effective  quality  control  procedures. 

As  amplification  of  this  point,  I again  quote 
Dr.  Feldmann: 

There  is  a very  real  and  significant  differ- 
ence between  compendia  drug  standards 
and  manufacturing  quality  control  proced- 
ures. Relatively  few  people  are  really  aware 
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of  this  difference,  and  even  fewer  under- 
stand the  reasons  for  it. 

Now,  we  come  to  the  key  difference  between 
a drug  product  manufactured  by  the  reputable 
and  qualified  manufacturer  and  the  product  that 
is  sold  on  a price-appeal  basis. 

Here  is  where  the  quality  control  function 
comes  into  play.  Quality  control  is  simply  the 
systematic  application  of  specifications,  sam- 
pling, testing  and  manufacturing  controls  to 
assure  that  each  batch  of  the  drug  product  pro- 
duced, irrespective  of  when  that  is,  will  be  ex- 
actly like  the  clinically  tested  and  clinically 
proved  prototype  lot,  the  lot  that  was  establish- 
ed at  the  very  outset  as  being  clinically  effec- 
tive. 

Let’s  take  a look  at  the  things  that  are  done 
under  an  effective  quality  control  program  that 
provide  assurance  of  clinical  performance  re- 
liability from  batch  to  batch  on  a day-to-day 
basis. 

First  of  all,  remember  that  the  clinically 
proved  drug  product  consisted  of  certain  specific 
ingredients  meeting  certain  specific  specifica- 
tions, compounded  according  to  a specific  form- 
ula, by  a certain  specific  procedure,  using  certain 
specific  controls  throughout  the  operation. 

With  this  in  mind,  then,  quality  control  first 
must  control  the  COMPONENTS  used  in  the 
drug  product  — both  the  drug  itself  and  the 
added  components.  The  reputable  manufacturer 
makes  sure  that  components  all  have  pertinent, 
significant  specifications  and  that  these  are  in 
writing;  that  the  components  are  purchased  only 
from  known  reputable  vendors;  that  written, 
detailed  instruction  describing  the  manner  and 
method  of  sampling  incoming  shipments  of  com- 
ponents exist  and  are  followed;  that  all  analytical 
test  methods  are  written,  are  complete,  up-to- 
date,  available  to  the  analysts,  and  are  followed 
for  establishing  compliance  with  the  written 
specifications.  For  example,  an  apparently  trivial 
characteristic  such  as  particle  size  of  a com- 
ponent, whether  the  component  is  the  active 
drug  or  not,  may  very  well  be  a significant 
specification  for  which  a test  may  be  required 
prior  to  approving  it  for  use  in  manufacturing 
the  batch  of  drug  product. 

The  second  control  factor  is  the  FORMULA. 
The  formula  must  list  each  component  and  the 
amount  that  is  to  be  used.  The  master  formula 
should  have  been  checked  by  no  fewer  than 
three  capable,  competent  people,  independently 


and  individually,  for  correctness.  Each  batch 
formula  derived  from  this  master  formula  is  pro- 
duced by  a photocopy  process  which  assures 
against  errors  in  transcribing,  so  that  each  batch 
formula  will  have  to  be  correct  if  the  master 
formula  itself  is  correct. 

The  third  factor  is  the  MANUFACTURING 
(or  COMPOUNDING)  PROCEDURE.  Now, 
again,  these  are  written,  extremely  exacting,  de- 
tailed descriptions  of  every  step  of  the  manufac- 
turing operation,  including  directions  denoting 
the  specific  type  of  equipment  to  be  used  in 
each  instance. 

Fourth,  are  the  various  ANALYTICAL  TESTS, 
INSPECTIONS  AND  CHECKS  that  must  be 
carried  out  at  certain  stages  during  manufacture 
of  the  batch.  These  are  important;  all  must  be 
written,  they  must  be  detailed;  there  must  be 
a lot  of  know-how  in  deriving  what  tests,  inspec- 
tions and  checks  are  to  be  followed  at  the  vari- 
ous stages  of  the  manufacturing  operation  — with 
respect  to  raw  material  components,  interme- 
diates, and  at  the  finished  product  stage. 

Finally,  we  come  to  what  I call  IN-PROCESS 
CONTROLS.  In-process  controls  are  simply 
systematic  controls  which  verify  that  all  four 
of  the  preceding  factors  have  actually  been 
applied  to  assure  batch  to  batch  reproducibility 
of  the  clinically  tested  and  proved  prototype 
batch.  That’s  one  function. 

The  other  function  of  the  in-process  controls 
is  this.  To  assure  that  the  quality  results  that  the 
Analytical  Control  Laboratory  gets  on  the  sample 
of  finished  product  tested,  which  of  necessity 
is  an  extremely  small  fraction  of  the  batch,  is 
applicable  to  the  entire  batch  as  a whole. 

Let’s  suppose  that  on  a particular  day  I had 
dictated  a prescription  calling  for  20  capsules 
to  be  filled  with  a powder  mixture  consisting 
of  two  drugs  and  milk  sugar.  Let’s  also  suppose 
that  on  the  day  that  this  prescription  was  being 
compounded  I happened  to  be  away  from  the 
laboratory. 

On  my  return  the  next  day,  suppose  I stopped 
at  Joe  Jones’  desk  and  saw  his  vial  containing 
20  nice,  glistening  capsules. 

Suppose  that,  at  random,  I picked  out  one  of 
the  20  capsules  and  weighed  it,  and  found  its 
weight  to  be  correct.  Assume  also  that  the  means 
for  rapid  analysis  was  available  to  me  and  that 
I found  both  drugs  to  be  present  in  amounts 
reasonably  close  to  the  correct  amounts. 
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Now,  if  I were  to  draw  a conclusion  about 
the  quality  of  the  entire  20  capsules  based  on 
the  results  of  analyzing  one  capsule,  how  valid 
would  such  a conclusion  be? 

Obviously,  I would  have  one  chance  in  20  of 
being  right,  because  just  by  chance  alone,  I 
might  have  picked  out  the  only  capsule  of  the 
20  that  was  any  good.  Yet,  let  me  point  out  this 
very  significant  fact.  One  out  of  20  is  a 5 % 
sample.  When  you’re  talking  about  a 5 % sample, 
you  are  really  talking  about  a very  large  sample 
as  far  as  pharmaceutical  manufacturing  is  con- 
cerned. I can  assure  you  that  even  a reputable 
manufacturer  does  not  weigh  and  assay  50,000 
capsules  out  of  a batch  consisting  of  as  many 
as  a million  or  more  — and  that’s  a 5%  sample. 

Now,  let’s  alter  the  example  a bit.  Suppose  I 
had  been  present  when  Joe  Jones  filled  this 
prescription  and  that  I happened  to  pause  at  his 
work-bench  and  observed  him  in  every  step  of 
the  compounding  operation.  I noted  the  correct- 
ness of  identity  and  weight  of  each  ingredient; 
I observed  his  mixing  technique;  I observed  that 
his  mixing  was  thorough;  I observed  that  as  he 
filled  each  capsule  and  weighed  it  his  balance 
had  been  zeroed,  and  that  there  was  an  empty 
capsule  on  the  right-hand  pan  as  a tare.  I saw 
that  the  filled  capsule  weights  were  very  close 
to  the  theoretical  weight. 

Now,  in  this  instance  — I ask  you  again  — 
were  I to  get  the  same  results  as  in  the  previous 
example  from  one  capsule  selected  at  random, 
how  valid  would  my  conclusion  be  with  respect 
to  the  quality  of  the  entire  20? 

I think  you  can  see  that  we  now  have  an 
entirely  different  situation.  Why?  Because,  in 
the  second  instance,  in-process  controls,  which 
consisted  of  my  observing  every  step  in  the 
compounding  of  the  prescription,  were  operating. 
Therefore,  with  very  little  margin  for  error,  I 
could  very  confidently  extend  my  findings  on 
the  one  capsule  to  the  other  19. 

Now  reflect  on  this  for  a moment:  Were  I to 
give  a capsule  compounded  under  the  first  set 
of  conditions  and  one  compounded  under  the 
second  set  of  conditions  to  an  outside  labora- 
tory and  request  that  they  determine  if  the 
quality  of  the  batch  from  which  each  capsule 
came  was  the  same  or  different,  the  answer 
would  come  back:  “The  samples  are  from  identi- 
cal batches.”  Why:  Because,  until  there  is  a 
laboratory  — and  I don’t  know  when  that  day 
will  ever  come  — that  can,  from  a sample  of 


a bottle,  determine  whether  and  what  in-process 
controls  were  applied  and  their  extent  and  valid- 
ity, then  the  quality  conclusions  based  on  the 
results  of  such  laboratory  tests  must  of  necessity 
be  of  questionable  validity. 

The  reputable  manufacturer  (and  the  FDA!) 
recognizes  the  indispensability  of  in-process  con- 
trols in  assuring  drug  quality  and  assuring  valid- 
ity of  sampling  and  test  results  throughout  the 
manufacture  of  each  batch.  His  in-process  con- 
trols consist  of  such  things  as  records  and  reports 
giving  results  of  required  tests  and  inspections. 
Becords,  such  as  the  results  of  tests  on  tablets 
at  the  time  the  batch  is  being  compressed;  con- 
trol chart  records  of  the  fill  accuracy  of  capsules 
as  the  batch  is  being  encapsulated;  signatures 
of  operators  and  supervisors  attesting  to  the 
double  and  triple  weight  and  identity  checks 
that  have  been  made  on  each  component  in  the 
compounding  of  the  batch;  signatures  of  oper- 
ators and  supervisors  denoting  that  the  correct 
working  directions  were  used  in  compounding 
the  batch;  yield  checks;  analytical  reports,  etc. 
These  are  just  a few  examples. 

Again,  Dr.  Feldmann  corroborates  these  points 
by  stating: 

Obviously,  a U.S.P.  or  N.F.  monograph 
could  never  cover  all  these  possibilities 
which  might  adversely  affect  the  quality  of 
a product.  This,  then,  is  an  important  func- 
tion of  the  in-process  quality  control  pro- 
gram that  products  can  be  produced  which 
have  uniform,  batch  to  batch  purity  and 
quality.  It  is  because  a particular  manufac- 
turer is  known  to  employ  a good  program 
of  this  type,  that  pharmacists  and  physicians 
can  place  greater  reliability  and  confidence 
in  the  pharmaceuticals  which  he  manufac- 
tures. But  only  his  control  department  is  in 
the  position  to  know  just  what  tests  and 
checks  should  be  run  in  their  plant  and  on 
their  product. 

Further  verification  of  the  differences  between 
“equivalent”  drug  products  is  afforded  by  Drs. 
Gerhard  Levy  and  Eino  Nelson  of  the  University 
of  Buffalo  School  of  Pharmacy  (Journal  of  the 
American  Medical  Association,  177:689,  Sept. 
1961).  These  men  warn  that  the  case  for  generic- 
name  prescribing  has  been  overstated,  and  that 
two  products  having  the  same  generic  name  do 
not  necessarily  produce  the  same  effects  in 
patients. 
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They  have  described  how  a drug  product  used 
in  treating  tuberculosis  can  be  formulated  with 
several  types  of  coatings,  some  of  which  in  time 
cause  the  medicine  to  lose  its  potency,  and 
pointed  out  that  “various  brands  of  this  drug 
are  obviously  not  equivalent.” 

They  reported  that  a sulfa  drug  product  com- 
posed of  fine  particles  was  more  readily  ab- 
sorbed than  a similar  formulation  containing 
slightly  larger  particles,  and  thus  exerted  differ- 
ent effects. 

As  another  example,  they  described  an  inci- 
dent where  the  viscosity  of  solutions  of  a drug 
used  in  eye  diseases  played  an  important  part 
in  its  therapy.  Unless  this  ophthalmic  medicine 
was  carefully  formulated,  it  thinned  out  in 
storage,  causing  the  drug  to  lose  its  penetrating 
power. 

In  a comparison  of  eight  amphetamine  prod- 
ucts in  sustained  release  form,  tests  in  patients 
showed  that  only  two  brands  were  properly 
absorbed  by  the  body.  One  product,  labeled  “15 
milligrams,”  actually  released  only  5.  Another 
released  its  entire  15  milligrams  at  once  — a 
full  day’s  medication  in  one  jolting  “shot.” 

An  article  summarizing  20  years’  experience 
of  four  physicians  with  so-called  “generic  equiv- 
alents” that  were  cheaper  than  the  brand-name 
product  supplied  by  the  reputable,  knowledge- 
able, capable  manufacturer  can  readily  be  un- 
derstood in  the  light  of  the  facts  presented 
herewith.  The  article,  which  appeared  in  the 
February,  1965  issue  of  the  American  Profes- 
sional Pharmacist , was  written  by  Dr.  Max  S. 
Sadove  and  three  colleagues. 

The  doctors  concluded  that  “generic  equiv- 
alency is  frequently  a fable  without  basis  in 
fact.  . . .”  Time  after  time,  they  found  that 
supposedly  identical  drugs  in  actual  clinical  use 
had  very  different  effects.  For  example,  a gen- 
eric-named local  anesthetic  was  found  to  be 
less  satisfactory  than  the  trademark  product  for- 
merly used.  The  effects  of  the  generic  anesthetic 
wore  off  more  quickly,  and  it  deteriorated 
rapidly. 

Did  the  difference  in  cost  justify  this  change 
to  a generic  product  from  the  trademark  prod- 
uct? Dr.  Sadove  and  his  colleagues  said  this: 
In  retrospect,  it  is  obvious  that  the  answer 
is  no,  but  can  this  kind  of  error  be  pre- 
vented? We  really  don’t  know  how  it  can. 
The  specifications  of  the  two  products  were 
identical.  The  clinical  results  were  entirely 


different. 

The  experience  of  Dr.  Sadove’s  group  did  not 
always  bear  out  the  claims  of  large  savings 
through  generic  prescribing.  “In  one  instance, 
the  less  expensive  drug  became  more  expensive, 
because  of  the  amount  that  had  to  be  dis- 
carded. . . .’ 

“In  fact,”  the  Illinois  physicians  added,  “we 
fear  all  low  bids  when  they  are  sharply  lower 
than  the  bids  of  the  so-called  ‘good  companies’.” 

It  is  true  that  the  prices  of  certain  manufac- 
turer’s generic-name  “equivalent”  drug  products 
are  sometimes  much  lower  than  those  of  trade- 
mark products  made  by  reputable  and  qualified 
manufacturers,  because  producers  of  the  former 
are  not  innovators.  They  do  not  discover  and 
develop  new  drugs  through  research.  And  most 
of  them  also  economize  by  taking  production, 
quality  control  and  marketing  shortcuts. 

But,  as  many  studies  show,  all  drug  products 
having  the  same  generic  name  are  not  identical. 
Some  generic-name  drug  products  are  of  excel- 
lent quality;  some  are  not.  Unless  the  product 
( whether  marketed  under  generic  or  brand 
name)  is  made  by  a reputable  and  qualified 
manufacturer,  there  is  absolutely  no  way  to 
tell  which  is  good  and  which  poor  — before  it 
is  used  — without  the  use  of  analytical  and 
biological  laboratory  facilities  more  elaborate 
than  most  physicians,  pharmacists  and  hosiptals 
are  likely  to  possess. 

In  summary  then,  we  can  say  that  — 

(1)  The  manufacturer  most  familiar  with  a 
given  drug  product  (by  virtue  of  having 
developed  it,  arranged  for  its  clinical  test- 
ing, etc.),  can  and  does  build  therapeutic 
performance  reliability  into  each  batch  of 
the  drug  product  he  manufactures. 

(2)  Therapeutic  perfomance  specifications 
for  drug  products  (with  one  or  two  not- 
able exceptions)  cannot  be  and  are  not 
included  in  the  U.S.P.  or  N.F.,  nor  can 
U.S.P.  or  N.F.  specifications  or  tests  eval- 
uate the  therapeutic  performance  function. 

(3)  For  this  reason  therapeutic  equivalency 
or  non-equivalency  between  a drug  prod- 
uct made  by  the  reputable,  knowledge- 
able, capable  manufacturer  and  the  price- 
appeal  product  containing  the  same  dose 
of  the  same  drug  cannot  be  determined 
by  laboratory  testing  and,  in  fact,  may 
be  vastly  different. 
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(-4)  For  the  above  reasons,  most  physicians 
are  opposed  to  legislation  that  would 
compel  them  to  prescribe  by  generic  name 
only.  Resolutions  opposing  such  legisla- 
tion have  been  adopted  by  a number  of 
medical  groups. 

(5)  So  far  as  drug  quality  is  concerned,  the 
public’s  best  protection  against  substand- 
ard medications  is  still  the  trademark 
name  of  a reputable  and  qualified  manu- 
facturer. 


AMA:  NO  FLAWLESS  KNIGHT,  BUT 
ALSO  NO  FAKE  UNION 

I am  in  receipt  of  a photocopy  page  of  a peri- 
odical called  The  Independent  with  which  I 
rise  to  take  issue. 

The  page  is  headed:  “Inside  the  Nation’s 
Press,”  and  under  a line  of  boldface  type  read- 
ing: “Medical  Association  Whitewash,”  is  a brief 
account  of  a book  by  James  Gordon  (which  I 
haven’t  read,  but  that’s  not  pertinent)  entitled, 
“AMA:  Voice  of  American  Medicine.”  According 
to  The  Independent,  “the  book  is  a history  of  the 
American  Medical  Association,”  and  was  publish- 
ed by  the  Johns  Hopkins  Press. 

The  periodical  seizes  upon  the  book’s  mention 
of  George  H.  Simmons,  former  long-time  editor 
of  the  Journal  of  the  American  Medical  Associa- 
tion, to  reprint  part  of  a 13-year  old  smear  of  the 
late  editor. 

Lyle  Stuart,  who  The  Independent  says  wrote 
the  piece  denigrating  Simmons,  may  have  been 
sure  of  his  facts  and  in  possession  of  documenta- 
tion to  back  them  up.  I don’t  know.  But  when 
he  says:  “The  AMA  hasn’t  changed  much  since 
his  (Simmons)  death.  His  (Simmons’)  contempt 
for  the  public  welfare,  his  attraction  to  fakery 
and  double-talk  have  clung  to  the  AMA  like  a 
miasmic  mist,”  I rise  to  holler,  “Baloney!” 

It  has  been  my  good  fortune,  over  more  years 
than  I care  to  remember,  to  become  familiar 
with  the  workings  and  purposes  of  the  AMA. 


Had  I,  in  all  those  years,  found  the  merest  speck 
of  truth  in  Stuart’s  allegations,  I would  not  now 
be  assuring  myself  of  a niche  in  the  World’s  Hall 
of  Knuekleheaded  Jackasses  by  taking  up  the 
cudgels  in  the  AMA’s  behalf. 

Not  that  the  A VIA  needs  me  to  defend  it.  It  is 
perfectly  capable  of  doing  an  excellent  job  in  its 
own  behalf.  I just  don’t  like  to  see  things  like 
Lyle  Stuart’s  assertions  go  unchallenged. 

The  American  Medical  Association  is  an  or- 
ganization composed  of  doctors  of  medicine.  It 
is  not  a union.  No  doctor  has  to  join  it  if  he 
doesn’t  wish  to.  Membership  in  the  A VIA  is  not 
and  never  has  been  a prerequisite  to  the  practice 
of  medicine. 

Over  the  years,  the  AMA,  which  cannot  com- 
mand but  only  suggest,  has  improved  the  stand- 
ards of  medical  ethics,  practice  and  education  in 
the  United  States  to  the  point  where  it  now  en- 
joys the  enviable  status  formerly  claimed  by 
European  medicine.  You  can’t  do  that  with 
“fakery  and  double-talk.” 

Nor  can  you,  as  the  American  Medical  Associa- 
tion has  done  and  is  doing,  fight  tooth  and  nail 
against  political  encroachment  in  the  field  of 
medicine  and  be  accused  of  “contempt  for  the 
public  welfare.” 

It  is  not  my  intention  here  to  paint  the  AMA 
as  a flawless  knight  in  shining  armor,  incapable 
of  wrong.  There  just  plain  ain’t  no  such  animal. 

But  I do  maintain,  based  upon  my  own  obser- 
vations, that  the  AMA,  insofar  as  is  humanly 
possible,  at  all  times  does  its  level  best  to  protect 
both  medicine  and  the  public  from  the  chicanery, 
the  avariciousness  and  the  unorganized  chaos 
which  surely  would  befall  were  it  not  for  its 
vigilance. 

I get  no  special  favors  from  the  AMA.  I am 
not  on  its  payroll.  But  I do  know  it  is  one  of  the 
finest  and  most  worthwhile  organizations  in  the 
United  States. 

Julian  DeVries,  Medical  Editor 
The  Arizona  Republic 
Aug.  2,  1965 
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FUTURE 

MEDICAL  MEETINGS 


SYMPOSIUM  OF  CLINICAL 
ASPECTS  OF  HODGIN'S  DISEASE 

November  22,  1965 


Sutton  Ballroom 
New  York  Hilton  Hotel 
New  York,  New  York 


sponsored  by 

American  Cancer  Society 
National  Cancer  Institute 

Topics: 

(Clinical  Features  and  Diagnosis 
[Immunologic  Status 

(The  Natural  History  of  Hodgin's  Disease] 
<as  related  to  its  Pathologic  Picture 

[Natural  History  as  Related  to  Staging] 
(Treatment  with  Radiotherapy 

(Treatment  with  Chemotherapy 

(Treatment  with  Newer  Therapeutic] 
(Approaches 

(The  Objective  Role  of  Surgery  in  the) 
(Treatment  of  Hodgin's  Disease 

(The  Possibilities  for  the  Cure  of  Hodgin's] 
^Disease 


Fifteenth  Annual  Meeting 

SOUTHWEST  OBSTETRICAL  AND 
Gynecological  Society 

Arizona  Inn 
Elm  Street 
Tucson,  Arizona 
October  27-30,  1965 

Arizona  Doctors  Invited  to 
Fourth  Western  Regional  Meeting 

SOUTHERN  CALIFORNIA  CHAPTER 
(OF  THE  INTERNATIONAL  COLLEGE] 
OF  SURGEONS 

Riviera  Hotel 
Las  Vegas,  Nevada 
November  21,  22,  23,  24,  1965 

Eighteenth  Annual  Midwinter 

RADIOLOGICAL  CONFERENCE 

International  Hotel 
Los  Angeles,  California 
January  29,  30,  1966 


TENTH  ANNUAL  REUNION 
^MEDICAL  SOCIETY  OF  THE  UNITED) 
STATES  AND  MEXICO 

Hermosillo,  Sonora 
November  18,  19,  20,  1965 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


“SEND  MY  BILL  TO  THE 
CANCER  SOCIETY ” 


Of  all  the  requests  for  help  aimed  at  the 
American  Cancer  Society,  the  most  unwelcome 
and  hardest  to  handle  is  the  unpaid  doctor  and 
hospital  bill.  Of  course,  it  probably  wouldn’t 
have  been  aimed  at  us  in  the  first  place  if  it 
weren’t  for  the  fact  that  in  its  fledgling  years 
(in  the  late  1940’s),  the  Arizona  Division  of  the 
Society  did  pay  a few  bills.  By  1950,  with  a 
state  cancer  patient  population  of  over  3,000,  and 
with  growing  awareness  of  our  willingness  to 
pay  such  bills,  it  had  become  apparent  that  we 
were  “biting  off  more  than  we  could  chew.” 
Also,  it  became  apparent  that  we  were  subsidiz- 
ing County  Welfare  Funds,  which  otherwise 
would  pay  such  bills. 

The  memory  of  this  practice  lingers  on,  how- 
ever, and  often  results  in  a misinformed  patient 
or  family  turning  with  irritation  toward  the  re- 
ferring physician  and  the  Society.  So,  the  Arizona 
Division  of  the  American  Cancer  Society  can’t 
pay  treatment  or  hospital  bills.  What  can  we 
do  for  the  patient  and  his  family? 

Information  and  Referral  Service 

It’s  only  natural,  and  encouraged,  that  pa- 
tients and  their  families  turn  to  the  American 
Cancer  Society  for  non-medical  questions  about 
cancer.  We  can  often  help  them  by  being  able 
to  give  prompt  and  accurate  information  about 
services  available  to  them  in  the  community— 
from  other  agencies  as  well  as  from  our  own 
Service  Program. 

Loan  Closets 

Sickroom  items  from  Loan  Closets  throughout 
Arizona  are  available  free  to  comfort  the  pa- 
tients at  home,  including  hospital  beds,  wheel- 
chairs, etc. 

Transportation 

We’ll  furnish  transportation  between  the  pa- 
tient’s home  and  the  treatment  center.  Out-of- 
state  transportation  is  provided  only  if  the  pa- 
tient’s sole  hope  of  survival  lies  in  therapy  not 
available  in  our  own  state,  as  vouched  for  by 
the  attending  physician. 


Dressings 

Upon  the  physician’s  order,  we’ll  furnish 
dressings,  made  to  size,  for  the  patient  at  home. 

Nursing  Care 

The  Society  supports  the  Visiting  Nurse  Serv- 
ices in  Pima  and  Maricopa  County  in  their  visits 
to  non-paying  cancer  patients.  In  other  coun- 
ties, it  can  arrange  for  local  Registered  or  Li- 
censed Practical  Nurses  to  make  calls  on  the  re- 
cuperating patient  at  home. 

Homemaker  Service 

Where  normal  home  life  is  seriously  disturbed 
due  to  cancer  in  the  family,  we  can  hire  a home- 
maker to  assist  with  light  housekeeping  duties 
while  the  family  reestablishes  its  routine. 

Room  and  Board 

Patients  from  outlying  cities  can  be  helped 
with  room  and  board  costs  for  up  to  two  weeks 
and  up  to  $25.00  per  week,  while  temporarily 
in  town  for  outpatient  care. 

Drugs 

Pain-killing  drugs  (from  an  approved  list)  are 
paid  for  by  the  Society  when  the  physician  and 
the  local  ACS  medical  advisor  concur  on  the 
need.  Leukemia  drugs  are  also  authorized.  The 
Maricopa  County  Unit  has  a program  for  recruit- 
ing blood  donors  to  replace  blood  used  by  leu- 
kemia patients  (when  possible). 

Rehabilitation 

We  assist  the  laryngectomy  rehabilitation  pro- 
gram, and  offer  printed  material  for  the  physi- 
cian to  give  to  colostomy  and  mastectomy  pa- 
tients. An  excellent  film  is  available  for  the 
recent  post-mastectomy  patient. 

Our  local  Service  Programs  are  supervised  by 
local  medical  advisors.  The  Policies  are  set  by 
a Service  Committee  composed  largely  of  M.D.’s. 
The  attending  physician  is  normally  consulted 
before  we  render  services  to  the  patient. 

The  Division  Office  of  the  Society  will  pro- 
vide you  with  the  name  of  our  local  Service 
Chairmen.  County  Unit  Offices  are  maintained 
in  both  Phoenix  and  Tucson. 

QQO 

GOO 
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The  American  Cancer  Society  earnestly  solicits 
your  assistance  both  in  referral  of  patients  for 
the  above  services  as  well  as  affording  guidance 
in  developing  new  and  needed  programs  to  ex- 
tend help  to  the  cancer  patient. 

William  C.  Scott,  M.D. 

President 

American  Cancer  Society 

Arizona  Division 


SKIN  CANCER 

The  American  Cancer  Society  estimated  today 
that  80,000  Americans  will  develop  skin  cancer 
this  year  and  much  of  it  will  be  attributable  to 
over-exposure  to  sunshine.  Arizona  is  one  of  the 
states  with  a high  incidence  of  skin  cancer  due 
to  the  high  amount  of  sunshine. 

The  American  Cancer  Society  is  focusing 
attention  upon  skin  cancer  which  is  mostly  pre- 
ventable and  highly  curable  in  its  early  stages, 
as  part  of  a nation-wide  program  to  raise  the 
cure  rates  for  various  sites  of  cancer.  A new 
film,  “Sense  in  the  Sun”  has  been  produced  as 
a weapon  in  this  campaign  and  is  expected  to 
raise  the  public  index  of  consciousness  to  skin 
cancer. 

The  American  Cancer  Society’s  goal  is  to  push 
the  over-all  95  per  cent  cure  rate  for  all  skin 
cancer  closer  to  the  100  per  cent  mark.  Basal 
cell  or  squamous  cell  carcinoma,  which  are  the 
commonest  forms  of  skin  cancer,  are  highly  cur- 
able in  their  early  stages  by  means  of  a minor 
surgical  procedure,  or  radiation  therapy. 

This  is  one  of  the  points  made  in  the  new  film 
which  is  an  attractive  story  about  a fisherman 
who  wonders  about  a skin  lesion  on  his  cheek, 
and  does  something  about  it  by  visiting  his 
doctor  without  delay. 

Among  the  points  made  is  that  early  skin 
cancer  is  not  a dangerous  disease  and  is  not 
difficult  to  cure  but  delay  can  prove  dangerous 
and  complicates  treatment. 

A major  emphasis  is  given  the  fact  that  skin 
cancer  is  preventable  as  well  as  curable.  In  the 
film  the  physician-narrator  says,  “The  principal 
cause  of  skin  cancer  is  excessive  exposure  to 
the  sun  over  the  years.  . . . And  it’s  not  only 
fishermen  who  have  to  be  careful.” 

Scenes  of  farm  workers  and  others  working 
under  the  sun  are  used  to  illustrate  the  point. 


The  spokesman  adds,  “Those  who  don’t  work 
under  the  sun  have  to  be  careful  too.  Especially 
those  with  blond  or  red  hair  and  blue  eyes.” 

The  point  is  based  on  a number  of  studies 
which  show  that  persons  with  fair  complexions 
are  more  susceptible  to  skin  cancer  than  dark 
complexioned  persons.  The  lowest  rate  of  skin 
cancer  has  been  recorded  among  Negroes  and 
other  dark-skinned  races. 

The  film  is  available  through  the  American 
Cancer  Society  Office,  4700  N.  12th  St.,  Phoenix, 
or  call  264-5861  for  free  showing  to  audiences 
of  all  age  groups.  “Sense  in  the  Sun”  is  a 16  mm 
color-sound  film  and  its  running  time  is  14 
minutes. 


NEW  PRESIDENT 
ELECTED 

Dr.  William  C.  Scott,  Tucson  obstetrician  and 
gynecologist  was  elected  president  of  the  Ari- 
zona Division,  American  Cancer  Society  at  the 
annual  board  of  directors  meeting  held  Sep- 
tember 11th  at  the  TowneHouse  in  Phoenix. 

Dr.  Scott  served  as  Vice-President  of  the  Ari- 
zone  Division  from  September  1964,  and  he  has 
been  Service  Chairman,  Vice-President  and 
President  of  the  Pima  County  Unit,  American 
Cancer  Society. 

Dr.  Scott  was  born  in  Sterling,  Colorado,  at- 
tended Dartmouth  College,  Hanover,  N.  H.  and 
received  his  medical  degree  from  the  Univer- 
sity of  Colorado.  He  came  to  Arizona  in  1951, 
and  he,  his  wife,  two  daughters  and  a son  make 
their  home  in  Tucson. 

Charles  D.  Gregory,  Jr.,  Sales  and  Marketing 
Director,  Valley  National  Bank,  Phoenix,  was 
elected  Vice  President.  The  new  Treasurer  is 
John  Ellis  of  Phoenix,  and  Harry  Wrede,  Valley- 
North  American  Transportation  Company,  was 
elected  Secretary. 
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ACS  INSTITUTIONAL  GRANT 

The  American  Cancer  Society  has  awarded  a 
15-month  $18,750  institutional  grant  to  the  Uni- 
versity of  Arizona  for  continued  support  of  basic 
research  studies  on  cancer. 

The  new  grant  will  be  administered  by  the 
university’s  cancer  research  committee  under 
the  chairmanship  of  Dr.  Willis  R.  Brewer,  dean 
of  the  College  of  Pharmacy.  It  is  the  fourth  of 
its  kind  from  the  ACS. 

Brewer  said  the  UA  committee  allocates  funds 
from  the  ACS  grant  for  the  support  of  new, 
imaginative  projects  in  early  stages  of  develop- 
ment. He  said  “37  UA  projects  have  received 
supporting  funds  from  ACS  grants.” 

Other  members  of  the  UA  committee  are  Dr. 
Kenneth  F.  Wertman,  head,  and  Hugh  H.  Smith, 
M.D.,  professor.  Department  of  Microbiology 
and  Medical  Technology;  Dr.  Edward  N.  Wise, 
associate  coordinator  of  research;  Dr.  Roy  A. 
Keller,  associate  professor  of  chemistry;  Dr. 
William  H.  Kelly,  director  of  the  Bureau  of 
Ethnic  Research;  Dr.  Robert  W.  Hoshaw,  pro- 
fessor of  botany,  and  Dr.  Milton  Zaitlin,  asso- 
ciate professor  of  plant  pathology. 


SOUTHWEST  FOUNDATION  FOR 
MEDICAL  RESEARCH  AND  EDUCATION 

The  Southwest  Foundation  for  Medical  Re- 
search and  Education  announces  the  opening  of 
its  offices  at  461  West  Catalina  Drive,  Suite  20, 
Phoenix,  Arizona.  The  Foundation,  a nonprofit 
organization,  has  been  formed  to  provide  a 
means  by  which  an  intensive  and  sustained  ef- 
fort may  be  directed  in  related  fields  of  medical 
research  and  education.  The  facilities  of  the 
Foundation  are  available  to  physicians  and  ac- 
credited scientists  in  allied  fields.  A brochure 
which  outlines  concisely  the  basic  functions  and 
goals  of  the  Foundation  will  be  sent  on  request. 

The  Southwest  Foundation  has  obtained  the 
services  of  dedicated  men  to  serve  on  the  Lay 
Advisory  Board.  The  latter  will  consist  of  the 
following: 

1.  Mr.  Joseph  Melczer,  Phoenix  Attorney 

2.  Mr.  Wade  Hampton,  Sears-Roebuck,  Phoe- 
nix, Arizona 

3.  Mr.  Thomas  Anderson,  Valley  National 
Bank 

4.  Dr.  Glenn  Overman,  Dean  of  the  School 
of  Business  Administration,  Arizona  State 
University. 


The  Professional  Advisory  Board  constitutes 
an  important  component  of  the  Southwest  Foun- 
dation and  the  following  physicians  will  consti- 
tute this  Board: 

1.  Irving  Page,  M.D.,  Chief  of  Research  Divi- 
sion of  Cleveland  Clinic,  Cleveland,  Ohio. 

2.  Ed  Freis,  M.D.,  Senior  Medical  Investiga- 
tor for  the  Veterans  Administration,  Wash- 
ington, D.C. 

3.  Merlin  K.  DuVal,  Jr.,  M.D.,  Dean,  College 
of  Medicine,  University  of  Arizona. 

4.  Hayes  Caldwell,  M.D.,  Phoenix  Internist. 

5.  Arthur  Nelson,  M.D.,  Phoenix  Surgeon. 

The  Southwest  Foundation  offers  to  physicians 

and  scientists  in  Arizona,  and  in  this  area  of  the 
United  States,  a unique  research  and/or  educa- 
tion opportunity.  The  Foundation  invites  indi- 
viduals who  are  interested  in  such  an  opportunity 
to  utilize  the  facilities  of  the  Foundation.  The 
Foundation  offices  are  open  from  9:00  a.m.  to 
5:00  p.m.,  Monday  through  Friday,  for  any  who 
would  like  to  inspect  the  facilities  or  discuss 
possible  Foundation  activities.  Further  informa- 
tion may  be  obtained  from  J.  Earle  Estes,  M.D., 
Director. 


$64,040  GRANT  AWARDED  FOR 
BRAIN  DAMAGE  STUDY 

A three-year  grant  totaling  $64,040  has  been 
awarded  to  the  division  of  neurobiology  of 
Barrow  Neurological  Institute  of  St.  Joseph's 
Hospital  by  the  National  Institute  of  Neuro- 
logical Diseases  and  Blindness,  Bethesda,  Md. 

The  money  will  be  used  to  investigate  damage 
to  areas  of  the  brain  which  control  sensation. 

One  facet  of  the  research,  according  to  Dr. 
Eduardo  Eidelberg,  chairman  of  the  BNI  divi- 
sion receiving  the  grant,  and  Dr.  Arthur  S. 
Schwartz,  chief  of  the  institute’s  physiological- 
psychology  section,  will  explore  the  problem  of 
why  brain  damage  during  infancy  produces  few- 
er defects  than  those  which  occur  later  in  life. 

It  is  known  that  brain  cells  do  not  regenerate 
as  do  cells  of  some  other  body  organs,  such  as 
the  liver. 

According  to  Dr.  Eidelberg,  researchers  have 
not  paid  as  much  attention  to  loss  of  perception 
as  a result  of  brain  damage  as  they  have  to 
disorders  of  motion. 
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matters  of  editorial  interest 
to  t la  e raa e d ic a,  1 profession. 


Medical  Medicare 

The  nation’s  Blue  Shield  Plans  have  been  en- 
couraged by  the  American  Medical  Association 
to  play  an  important  role  in  the  administration 
of  the  physicians  services  portion  of  the  new 
Medicare  Law,  according  to  word  received  by 
John  C.  Foster,  Executive  Director,  Arizona 
Blue  Cross/Blue  Shield. 

This  statement  was  issued  by  the  AMA  in 
response  to  a request  for  guidance  by  the  Na- 
tional Association  of  Blue  Shield  Plans  on  the 
part  member  Blue  Shield  Plans  should  take  in 
the  administration  of  the  supplementary  medical 
insurance  program  of  PL  89-97,  the  new  Medi- 
care Law. 

The  statement,  which  was  approved  by  the 
American  Medical  Association  Board  of  True- 
tees  said: 

“The  Supplementary  Medical  Insurance  Pro- 
gram of  the  Medicare  Law  (PL  89-97)  calls  for 
voluntary  medical  insurance  plans,  group  health 
plans,  and  private  insurers  to  enter  into  contracts 
with  the  government  to  provide  administrative 
functions.  It  has  been  indicated  by  the  Depart- 
ment of  Health,  Education,  and  Welfare  that 
Blue  Shield  Plans  will  be  among  those  carriers 
called  upon  to  enter  into  contracts  to  adminis- 
ter the  program. 

“The  Board  of  Trustees  of  the  American  Medi- 
cal Association  encourages  Blue  Shield  Plans 
and  the  National  Association  of  Blue  Shield 
Plans  to  assume  an  important  role  in  the  ad- 
ministration of  the  medical-surgical  portion  of 
the  Medicare  program.” 

In  commenting  on  the  AMA  statement,  Foster 
observed: 

It  is  apparent  that  Blue  Shield  should  play 
a role  in  the  medical-surgical  portion  of  the 
Medicare  Law  for  three  reasons:  (1)  Blue  Shield 
is  an  important  factor  in  medical  prepayment 
with  some  56  million  members,  including  5 mil- 
lion aged;  (2)  Blue  Shield  has  the  active  partici- 
pation of  more  than  150,000  practicing  physi- 


cians; (3)  it  would  take  a strong  carrier  with 
long  established  relationships  with  both  physi- 
cians and  patients  to  administer  this  program. 

“At  the  same  time,  Blue  Shield  has  sought 
advice  from  the  American  Medical  Association 
on  the  role  it  should  play.  The  statement  by  the 
AMA  Board  of  Trustees  encouraging  Blue  Shield 
to  play  an  important  role  clarifies  our  future 
actions.” 

Words  from  331  East 

The  patient  visited  his  private  practice  doctor 
1,203,000,000  times  in  1964.  This  figure  included 
initial  and  return  calls  according  to  a report 
by  Modern  Medicine.  The  1964  total  represents 
a 5.5  percent  increase  over  1963,  and  a 24  per- 
cent increase  since  1960.  The  greatest  num- 
ber of  visits— more  than  230  million— were  for 
relatively  routine  procedures,  it  was  stated.  . . . 
Word  from  the  Blue  Shield  Professional  Rela- 
tions Department  is  that  sometime  early  in  the 
fall,  Briefing  Sessions  will  be  set  up  for  your 
office  employees.  This  continuing  orientation 
program  for  new  employees  on  Blue  Shield  and 
Medicare  provisions  is  arranged  so  that  prac- 
tically all  of  the  girls  have  an  opportunity  to 
take  this  course  within  the  first  six  months  of 
their  employment.  Professional  Relations  Di- 
rector, Carl  Behle,  pointed  out  that  there  will  be 
meetings  in  Flagstaff,  Mesa,  Phoenix,  Prescott, 
Tucson  and  Yuma.  . . . John  C.  Foster,  Execu- 
tive Director  for  the  Blue  Cross/Blue  Shield 
Plan,  has  been  making  a series  of  talks  to  service 
clubs  on  just  what  the  new  Medicare  program 
does  encompass.  Apparently  these  talks  have 
been  well  received  because  John  has  had  a flood 
of  questions  at  each  one  of  his  sessions.  . . . 
Based  on  advanced  previewing  and  what  has 
already  been  put  on  display  by  the  television 
networks,  there  will  be  no  new  doctors  this  year 
to  add  to  those  already  in  practice,  such  as  Drs. 
Kildaire,  Zorba,  Casey  and  Rossi. 

Workshops  Held 

The  second  annual  Arizona  Medical  Assistants’ 
workshops  and  seminars  were  held  September 
11  in  Phoenix  and  September  25  in  Tucson. 
Presiding  at  these  workshops  were  representa- 
tives of  the  Industrial  Commission  and  Arizona 
Blue  Shield.  John  C.  Foster,  Executive  Director 
for  the  plan,  discussed  Medicare  before  both 
workshops.  There  were  also  discussions  on  the 
Federal  Employee  Program.  Alta  Smith  served 
as  Educational  Chairman  for  these  two  work- 
shops. 


836 


Arizona  Medicine 


Physicians’  Directory 


ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  CameJback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Pharmacy  Directory 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


<3 Tyi  <^3coHsclale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 


1313  N.  Second  St. 
Phone  ALpine  8-3484 
Phoenix,  Arizona 


622  N.  Wells  Fargo 
Scottsdale,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


This  Space 
Available  for 
Professional  Card 
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Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 


PHYSICIANS  WANTED.  Positions  available  July 
1,  1964  for  well  qualified,  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona.  An  equal  opportunity  employer. 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  Marcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


WANTED:  Licensed  Physician  for  evening  and 
weekend  coverage  within  100  miles  of  Phoenix. 
Salary:  $75.00  per  evening.  Reply:  Box  64-9, 
P.O.  Box  128,  Scottsdale,  Arizona. 


FOR  SALE:  SEDONA-OAK  CREEK  AREA:  Unex- 
celled scenic  building  lot,  1.4  acres.  Oak  Creek 
frontage.  360-degree  view.  Corral  available  on 
development.  TERMS.  Contact:  K.  H.  Benson, 
M.D.,  Box  219,  Sedona,  Arizona.  Tel.  282-3661. 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


SITUATION  WANTED:  Board  Certified  General 
Surgeon;  age  39  years;  married  with  family; 
licensed  in  Arizona;  FACS:  desires  association 
with  group  or  individual  in  practice  of  surgery. 
No  objection  to  limited  general  practice.  Avail- 
able for  personal  interview  for  mutual  evaluation. 
Reply  Box  64-3,  P.  O.  Box  128,  Scottsdale,  Ariz. 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


TUCSON,  ARIZONA,  LARGE  THRIVING  GENERAL 
PRACTICE  FOR  SALE.  Fully  equipped  office  and 
laboratory  — no  X-ray,  7 treatment  rooms,  re- 
frigerated air  conditioning.  NO  INVESTMENT. 
Buy  practice  and  equipment  from  earnings.  Will 
introduce. 

Contact:  M.  M.  Mandel,  M.D. 

5667  E.  22nd  Street 
Tucson,  Arizona  298-3383 
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Classified  Index  to  Advertisers 


Opportunity  open  for  General  Practitioner  in  St. 
Johns,  Arizona,  County  Seat  of  Apache  County, 
with  at  least  3000  in  trade  area.  Large,  fully 
equipped,  office  facilities,  plux  X-ray,  laboratory 
and  emergency  rooms.  Results  of  Sears  Founda- 
tion Economic  Survey  available.  Contact: 

Mrs.  M.  W.  Heap,  Secretary 
Medical  Services  Committee 
Box  296 

St.  John,  Arizona  — 337-4311  or  337-4520 


Ophthalmologist,  Board  Eligible  with  subspecialty 
Otolaryngology  desires  relocation.  Association  or 
solo  practice,  experienced  surgeon.  Prefer  city 
30,000  or  less.  Reply:  Box  64-10,  Arizona  Medi- 
cine, P.  O.  Box  128,  Scottsdale,  Arizona. 


WANTED:  Physician,  under  35,  to  assist,  then 
share  busy  General  Practice  in  Long  Island  area 
of  metropolitan  New  York  with  young  GP.  Must 
have  or  be  eligible  for  NY  License,  be  able  to 
do  uncomplicated  OB  and  assist  at  surgery.  Salary 
first  year,  then  increasing  percentage  to  full  part- 
nership. CONTACT: 

Ralph  E.  Schlossman,  M.D. 

130-56  Lefferts  Boulevard 

So.  Ozone  Park  20,  New  York 
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Accommodations  for  another  physician  in  a two 
doctor  office  being  constructed  at  present  time- 
342  East  Thomas  Road,  Phoenix.  Eight  hundred 
square  feet  available.  Call: 

Samuel  Rothman,  M.D. 

Telephone:  AL  2-9452 


OFFICE  SPACE  AVAILABLE:  Retired  doctor  wishes 
to  rent  or  lease  modern  office  — 854  sq.  ft.  Rea- 
sonable rent.  Excellent  location:  Indian  School 
Road  and  15th  Avenue,  Phoenix.  Other  occupants 
of  building  include  two  dentists  with  joint  wait- 
ing room.  Please  contact:  Box  65-2,  P.  O.  Box 
‘28,  Scottsdale,  Arizona,  or  phone:  943-6566. 


DOCTORS  OFFICE,  FULLY  FURNISHED  AND 
EQUIPPED,  ADJACENT  MODERN  PHARMACY, 
AMPLE  ^ARKING.  Please  note:  there  is  no  Ortho- 
pedic, ENT,  Dermatologist  or,  most  importantly, 
a Psychiatrist  in  Northern  Arizona.  Four  blocks 
from  Community  Hospital.  Rent  or  lease  $225.00 
per  month.  Contact  at  following  address  or  phone 
collect. 

606  North  Beaver  Street 
Flagstaff,  Arizona 
Phone:  1-602-774-7629 


Medical  Center  X-Ray  804 
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tear , 
moisten, 
compare 
-that’s  all! 


the  difference  between  cough  and  relief 


Benylin  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gallon.  ^ 72iss 

PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY,  Detroit,  Michigan  48232 
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IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 

■P&y  i 

AND  THREATENED 
AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


utrexin 


H.  W.&D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor”  for  Lutrexin  (Lututrin). 


Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 


MUNICIPAL  BONDS 
offer  you 

important  advantages 


Hygroton 

brand  of 
chlorthalidone 

the  longest-acting 
diuretic 


First,  the  income  from  Arizona  Municipal 
Bonds  is  completely  tax  free  and  is  not 
even  included  in  an  Income  Tax  return. 

Also,  Municipal  Bonds  are  quality  invest- 
ments, a position  they  enjoy  as  a result  of 
the  outstanding  record  established  by 
municipalities,  extending  over  a long  span 
of  years,  in  promptly  meeting  their  Debt 
Service  Requirements. 

Furthermore,  where  specific  maturities  are 
desired,  this  requirement  is  easily  satisfied. 

In  addition,  geographical  diversification  is 
available,  an  important  ingredient  of  any 
well  conceived  investment  program. 

And  finally,  the  broad  interest  in  municipal 
bonds  from  individuals,  banks  and  insur- 
ance companies  provides  an  active  and 
ready  market. 

The  complete  facilities  of  the  Investment 
Department  and  its  experienced  personnel  are 
available  to  you.  We  invite  your  inquiries. 

Send  for  our  Booklet:  “TAX-FREE  MUNICIPAL  BONDS" 


INVESTMENT  DEPARTMENT 

Phoenix:  Tucson: 

Home  Office  Downtown  Office 

Phone : 261-2900  Phone:  624-8711 

Spectating  in  ti^ona  (.yUunictpal!  Q^otids 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3992  PC 
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good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygroton  chlorthalidone  Geigy 


to  clear 
an  infected 
stream 


Treat  the  source.  The  gram- 
negative pathogens  that  cause 
most  urinary  tract  infections. 
Treat  them  with  a specific  drug. 
NegGram.  Clinical  tests  show  that 
in  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day 
will  clear  up  most  gram-negative 
urinary  infections.  Quickly... effec- 
tively...with  minimal  side  effects. 

Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelonephri- 
tis, prostatitis,  urethritis?  Start 
first  with  NegGram... “a  good 
‘starting’  drug.”1  NegGram 
“...treatment  may  be  first  choice 
in  potentially  curable  gram  nega- 
tive bacterial  urinary  infections.”2 


treat  the  source 
with  optimal  dosage 


IMegGnarrr 

Brand  of 

nalidixic  acid 

Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1 ,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1 ,000. 

References:  (1)  Carroll,  G.:  Urologists'  Letter  Club,  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 

Wfrrthrap 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

# Spacious,  year  ’round  outdoor  recreation  area  _ 

# Heated  swimming  pool 

# Modern,  comfortable  rooms 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th 
AMherst 
PHOENIX,  AF 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYC 

A Non-Profit  Cor| 
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Happily,  but 

not  all  your  patients  for  those  who  are . . . 

are  overweight 

Bamadex' 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels' 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hy perexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  orcardiovasculardisease  orsevere  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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new 

Measurin' 

the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


new 

Measurin' 

(timed-release  aspirin) 

the  first 

8-hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night... and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  — the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 

MeaSU  rin.  *C//n/ca/  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.  Y. 


The  unique  mechanism 
of  new  Measurin  . . . 

One  20-grain  dose 

Unlike  enteric  coatings  or  capsules  ol  delay-action 
pellets,  a Measurin  tablet  is  composed  ot  over  6,000 
microscopic  reservoirs  of  aspirin. 

(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

the  remainder. . . 
controlled  by  this  new 
principle  of  action: 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rate  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin' 

(tsmed-reiease  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night  — and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficulty,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


Doctor  ...You  do  Know  the  Importance  of 
Guaranteed  Insurability! 

Give  the  children  a gift  that 


GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 

PLUS 
$1,000 
INSURANCE 
PROTECTION 
FOR  ONE  $50 
PAYMENT 


HBA'S  DESIGNOLIFE  YOUTH 


ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  0 to  15  Vi  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
orotection.  One  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Whether  a parent  or  grandparent— the 
children  will  thank  you  for  giving  them  this  gift ! 


Send  for  / V [/  \ free  folder 

THEIHBAiLIFE 

INSURANCE  COMPANY 

Phone  258-4885 


The  HBA  Life  Insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 

Please  send  folder  on  Designolife  Youth  Estate! 


I 

I 


Name  . 
Address 
City  


State 


TUCSON  MA  3-9421 


MESA  WO  4-5668 
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Why  lease  from  us? 


Constant  care. 

Throughout  the  entire  lease 
term.  We’re  nationwide,  yet 
each  member  is  a local,  de- 
pendable businessman  with 
on-the-spot  service  facilities. 


Personalized  lease  plans. 

We’ll  tailor  the  lease  that  suits 
you.  Individual  orfleet.  Be 
counseled  by  leasing  experts 
whose  future  business  de- 
pends on  keeping  yours. 


We're  more  than  competitive. 

Our  rates  stand  toe-to-toe  with 
any  in  the  business.  But  we  can 
deliver  more  for  your  leasing 
dollar— in  terms  of  service  and 
individual  attention. 


Any  make,  any  model. 

We  can  lease  any  new  c< 
truck.  One  unit  or  100. 
your  choice  of  optional  ec 
ment.  Lease  the  Chrysler  l 
ing  System  way.  From  us. 


Call— and  we'll  come  to  you: 


JACK  REEDS 

AUTO  AND  TRUCK  LEASING,  INC. 
5384  GRAND  AVE.,  GLENDALE 
939-1455  939-1459 


CHRYSLER 

UASBIIG  SYSTEM 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


hroughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2.628,185  and  2,907.768 


And  now 
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r all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


! can't  cure  a cold.  We  can’t  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
ing  the  patient  comfortable  and  the  cold  bearable. 

patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
ahistine  LP. 

ahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
ic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
njoy  normal  and  free  breathing. 

cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
ants  who  operate  machinery  or  motor  vehicles 
drowsiness  may  result. 

i Novahistine  LP  tablet  contains:  phenyle- 
ne hydrochloride,  25  mg.,  and  chlorpheniramine . 
sate,  4 mg. 

AAN-MOORE  _ 

Dn  of  The  Dow  Chemical  Company,  Indianapolis,  Indiana 

For  relief  of  nasal  congestion. 
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Box  919,  Bisbee,  Arizona 

2nd  Vice  President Mrs.  Richard  Dexter  (Bobbe) 

6842  East  Tawa,  Tucson,  Arizona 

Treasurer  Mrs.  Seymour  Shapiro  (Arline) 

5433  East  8th  Street,  Tucson,  Arizona 

Recording  Secretary Mrs.  Charles  Matheus  (Marilyn) 

2148  East  25th  Street,  Yuma,  Arizona 

Corresponding  Secretary  Mrs.  Keith  Treptow  (Pat) 

6940  E.  Acoma  Place,  Tucson,  Arizona 

Director Mrs.  Richard  B.  Johns  (Ruth) 

508  West  Rose  Lane,  Phoenix,  Arizona 

Director  Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President Dr.  Carlos  Tapia  Tellez,  Esq. 

Boulevard  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

President-elect  Dr.  L.  Maxwell  Lockie 

130  Morris  Avenue,  Buffalo  14,  New  York 

Vice  President Dr.  Alfonso  Topete  Duran 

Guadalajara,  Jalisco,  Mexico 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  North  Tucson  Boulevard,  Tucson,  Arizona 

Secretary  for  Mexico Dr.  Felix  Michel 
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Treasurer  for  the  United  States Dr.  Lucy  A.  Vemetti 
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Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  September  19, 
1965,  in  the  French  Quarter  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:07  a.m.,  Arnold  H.  Dys- 
terheft,  M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Beaton,  Lindsay  E.;  Brazie,  Walter;  Cloud,  Daniel 
T.;  Derickson,  Philip  G.;  Dexter,  Richard  L.;  Dierker, 
Hugh  E.;  Dudley,  Jr.,  Arthur  V.,  Treasurer;  Dysterheft, 
Arnold  H.,  Chairman;  Finke,  Howard  W.;  Flynn,  Richard 
O.;  Haley,  III,  Robert  J.;  Henderson,  Charles  E., 
Secretary;  Jarrett,  Paul  B.,  President  Elect;  McDaniel,  W. 
Shaw;  Melick,  Dermont  W.;  Moody,  Deward  G.;  O’Hare, 
James  E.,  President;  Price,  Robert  A.;  Smith,  Noel  G.; 
Steen,  William  B.;  Taylor,  Ashton,  B. 

COUNSEL: 

Mr.  Jacobson,  Edward. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary;  Boykin, 
Paul  R.,  Executive  Secretary— BOMEX. 

GUESTS: 

Messrs.  Foster,  John  C.,  Executive  Director  — Blue 
Shield;  Whaley,  Dallas,  Field  Representative  AMA. 
EXCUSED: 

Drs.  Brewer,  W.  Albert;  Lorenzen,  Robert  F.;  Rhu, 
Jr.,  Hermann  S. 

MINUTES 

Approved  minutes  of  meeting  of  Board  of  Directors 
held  May  30,  1965. 

HOUSE  OF  DELEGATES 

Resolution  No.  10  — “Non-Participation” 

John  C.  Foster,  Executive  Director  of  Blue  Shield, 
discussed  the  program  of  Government  Medicine,  par- 
ticularly that  relating  to  Medicare,  a hospital  insurance 
program  for  the  aged  under  Social  Security  with  supple- 
mental medical  benefits  (P.  L.  89-97),  enacted  July  30, 
1965.  Under  the  supplemental  Part  “B”  medical-surgi- 
cal portion  of  the  program,  a $50.00  deductible,  80% 
co-insurance  feature  is  provided,  to  be  based  upon  the 
“usual,  customary  and  reasonable”  fee.  To  avoid  the 
possibility  of  development  of  a program  on  a “regional” 
or  “district’  basis,  and  should  Blue  Shield  be  selected, 
it  is  suggested  a program  based  upon  a “prevailing  fee” 
concept  be  developed  for  Medicare.  This  would  entail 
the  filing  with  Blue  Shield  by  each  doctor  participant 
his  usual  and  customary  fee  charged  for  procedures  he 
does.  These  could  be  adjusted  at  any  time  or  at  a pre- 
determined time,  say:  quarterly  or  semi-annually.  Such 
plan  should  be  in  operation  prior  to  the  effective  date 
of  the  Medicare  program.  Should  the  Association  ex- 
press interest  in  such  a plan  and  the  Blue  Shield  Board 
of  Directors  agree  thereto,  a feasibility  investigation 
would,  of  necessity,  be  required. 

It  was  determined  to  request  Arizona  Blue  Shield, 
through  its  Executive  Director,  Mr.  Foster,  to  make  such 
feasibility  studies  as  indicated,  in  preparation  for  a 
Medicare  program,  and  report  with  recommendations. 


Resolution  No.  10,  adopted  as  amended  by  the  House 
of  Delegates,  May  1,  1965,  relating  to  “non-participa- 
tion in  any  federal  program  that  will  allow  govern- 
mental agencies  to  interfere  with  the  accepted  scope  and 
quality  of  medical  care,  was  discussed.  The  Board  of 
Directors  in  meeting  held  May  30,  1965,  determined 
that  a poll  of  the  membership  be  made  to  ascertain  the 
percentage  thereof  willing  to  refuse  to  participate  in  a 
government  Medicare  program,  subject  to  review  by 
counsel.  Under  date  of  July  9,  1965,  counsel  rendered 
a written  opinion  on  file.  Further  action  was  deferred 
pending  review  by  the  Board  at  this  meeting. 

By  poll  of  the  Board,  on  instigation  of  the  Congress 
of  County  Medical  Societies,  twelve  voting  in  the  af- 
firmative, nine  in  the  negative  and  three  not  voting 
(unavailable),  the  Arizona  Delegates  to  AMA  were  au- 
thorized to  sign  a petition  calling  upon  the  Speaker  of 
the  AMA  House  of  Delegates,  to  call  a Special  Conven- 
tion of  that  House  immediately,  or  as  soon  as  feasible, 
and  in  no  event  later  than  October  2,  1965,  in  the  mat- 
ter of  Medicare  (P.  L.  89-97),  Heart  Disease-Cancer- 
Stroke  (H.R.  3140)  and  the  Bauer  Resolution.  The 
Convention  has  been  scheduled  for  October  2 and  3, 
1965  (Chicago),  with  an  orientation  conference  likewise 
called,  to  be  held  October  first  preceding  the  House 
meeting. 

Following  review  of  all  data  and  legal  opinions  avail- 
able to  him,  counsel  reported  and  expressed  his  opinion 
regarding  action  of  the  Llouse,  May  1,  1965,  and  sub- 
sequent developments  relating  to  the  enactment  of 
P.  L.  89-97,  July  30,  1965,  and  “non-participation.” 

On  motion  regularly  made  and  carried,  it  was  de- 
termined: 

“That  the  Board  of  Directors  of  The  Arizona  Med- 
ical Association,  Inc.,  recommend  to  the  Plouse  of 
Delegates  that  at  its  next  meeting  it  rescind  Reso- 
lution 10  and  substitute  in  its  place  a resolution  that 
will  make  it  clear  that  the  Arizona  Medical  Asso- 
ciation takes  no  stand  whatever  on  the  subject  of 
“Non-Participation”  under  Medicare,  and  which 
resolution  will  be  designed  to  give  the  greatest 
possible  freedom,  consistent  with  safety  to  the 
Arizona  Medical  Association,  for  each  individual 
doctor  to  decide  for  himself  what  his  activities  will 
and  will  not  be  with  respect  to  the  Medicare  legis- 
lation and  the  attendant  rules.” 

It  was  further  determined  by  motion  regularly  made 
and  carried  that  the  aforementioned  action  be  circular- 
ized similarly  as  directed  initially  by  Resolution  10,  in 
addition  to  all  members  of  the  Association. 

Resolution  No.  2 — Laboratories 

Determined,  as  a practical  approach  in  the  light  of 
shortage  of  pathologists,  to  take  no  further  action  at 
this  time  as  regards  Resolution  No.  2,  referred  to  this 
Board  on  recommendation  of  the  House  Reference  Com- 
mittee on  Resolutions,  relating  to  the  proposed  declara- 
tion: “that  the  proper  conduct  of  laboratory  analyses  is 
a medical  professional  responsibility  and  all  specimens 
for  such  analyses  should  be  referred  to  laboratories  super- 
vised by  fully  qualified  and  licensed  physicians" 
Resolution  No.  6 — U of  A Contribution 

Merlin  K.  DuVal,  Jr.,  M.D.,  Dean,  University  of  Ari- 
zona College  of  Medicine,  in  behalf  of  the  University, 
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accepts  the  gift  of  $10,000.00  made  available  through 
action  of  the  Association  House  of  Delegates,  May  1, 
1965,  to  be  dispensed  at  an  appropriate  time  on  de- 
termination how  best  to  utilize  the  funds.  RECEIVED. 
Resolution  No.  12  — Nurses  for  Arizona  Contribution 

Mrs.  Hazel  Bennett,  R.N.,  Secretary,  Joint  Committee 
on  Nursing  Needs  and  Resources,  accepts  the  gift  of 
$2,000.00  made  available  through  action  of  the  Associa- 
tion House  of  Delegates,  May  1,  1965,  to  be  dispensed 
at  such  time  as  financial  assistance  is  needed.  RE- 
CEIVED. 

BOARD  OF  DIRECTORS 

Board  of  Medical  Examiners  — Appointments 

The  Governor  announces  appointment  of  Otto  L. 
Bendheim,  M.D.  (Phoenix),  term  1965-70,  and  Zenas 
B.  Noon,  M.D.  (Nogales),  term  1965-67,  members  of 
the  Board  of  Medical  Examiners,  State  of  Arizona.  RE- 
CEIVED. 

Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson),  was  nominated  a 
candidate  for  membership  on  the  Board  of  Medical  Ex- 
aminers, replacing  William  B.  Steen,  M.D.  (Tucson), 
previously  so  nominated,  he  having  since  received  ap- 
pointment by  the  Governor  as  a member  of  the  Arizona 
State  Board  of  Health.  Philip  G.  Derickson,  M.D. 
(Tucson),  previously  nominated  to  membership  on  the 
Medical  Examiners  Board  along  with  Dr.  Rhu  now 
complete  the  panel  of  two  nominees  required  by  statute 
to  fill  the  one-year  (1965-66)  term  vacancy,  the  Gov- 
ernor to  be  so  informed. 

Board  of  Health  — Appointment 

The  Governor  announces  appointment  of  William 
B.  Steen,  M.D.  (Tucson),  term  1965-70,  member  of  the 
Arizona  State  Board  of  Health.  RECEIVED. 

Medical  Advisory  Board  — MAA 

W.  Albert  Brewer,  M.D.  (Phoenix),  John  S.  Kruglick, 
M.D.  Phoenix),  Martin  C.  Flohr,  M.D.  (Williams),  Rob- 
ert Perez  (Phoenix),  Daniel  Gurovich  (Miami),  Richard 
Durbin  (Tucson),  and  Wallace  B.  Rogers  (Safford),  ap- 
pointed by  the  Governor  as  members  of  a medical 
advisory  committee  on  federal-state  financing  of  medical 
care  for  the  aged  under  the  Kerr-Mills  Act,  confirmed 
by  the  Senate,  June  30,  1965.  RECEIVED. 

Medical  Ethics  & Professionalism  Congress 

James  E.  O’Hare,  M.D.,  President  (Tucson),  and  Paul 
B.  Jarrett,  M.D.,  President  Elect  (Phoenix),  designated 
to  represent  this  Association  at  the  forthcoming  National 
Congress  on  Medical  Ethics  and  Professionalism.  While 
the  initial  invitation  received  from  AMA  scheduled  the 
event  to  be  held  in  Chicago,  October  second  and  third 
this  year,  conflict  with  the  recent  emergency  call  of  a 
House  of  Delegates  meeting  at  this  same  time  resulted 
in  notification  of  postponement  to  a later  date  yet  to 
be  determined. 

Mental  Health  Planning  — Washington  Conference 

Wisconsin  State  Medical  Society  reports  regarding  de- 
rogatory comments  relating  to  the  views  of  the  Ameri- 
can Medical  Association  with  respect  to  the  use  of  Fed- 
eral funds  to  staff  centers  under  the  Community  Mental 
Health  Act,  expressed  by  speakers  on  a program  of  the 
American  Psychiatric  Association  during  a Washington 
conference  of  state  leaders  in  mental  health  planning. 
Apologies  were  expressed  by  APA  with  assurances  of 
continuing  close  relationships  between  the  two  national 
bodies  and  common  dedication  toward  launching  an 


effective  national  mental  health  program.  RECEIVED. 
ArMPAC  Board  of  Directors 

William  B.  Steen,  M.D.,  Chairman,  ArMPAC  Board 
of  Directors,  reports  all  members  to  that  board  ap- 
pointed by  the  Board  of  Directors,  May  30,  1965,  have 
finally  accepted  the  assignment  with  the  exceptions  of 
John  F.  Westfall,  M.D.  (Phoenix),  who  declined;  and 
Mrs.  Lavern  D.  Sprague  (Tucson),  who  wishes  to  be 
relieved  of  the  assignment.  No  replacements,  as  yet, 
were  recommended. 

Standing  Committee  Appointments 

HISTORY  & OBITUARIES  - Robert  S.  Flinn,  M.D. 
(Phoenix),  appointed  member  of  the  History  and  Obitu- 
aries Committee  for  the  term  1965-68,  to  serve  as  Chair- 
man for  1965-66. 

LEGISLATIVE  — Accepts  resignation  of  Robert  V. 
Horan,  M.D.  (Globe),  1964-67;  appoints  Claude  H. 
Peterson,  M.D.  (Winslow),  member  of  the  Legislative 
Committee  for  the  unexpired  term  1965-67. 

MEDICAL  ECONOMICS  — Accepts  declination  of 
Howard  C.  Lawrence,  Jr.,  M.D.  (Phoenix),  1965-68;  ap- 
points John  II.  Ricker,  M.D.  (Phoenix),  member  of  the 
Medical  Economics  Committee  for  the  term  1965-68. 

PROFESSIONAL  —William  B.  Steen,  M .D.  (Tucson), 
appointed  member  of  the  Professional  Committee  for  the 
term  1965-68  to  serve  as  Chairman  of  the  Subcommittee 
on  Federal  Services. 

Accepts  resignation  of  Delbert  L.  Secrist,  M.D.  (Tuc- 
son) 1964-67;  confirms  interim  appointment  of  Albert 
G.  Wagner,  M.D.  (Phoenix),  member  of  the  Professional 
Committee  for  the  unexpired  term  1965-67,  to  serve  as 
Chairman  of  the  Subcommittee  on  Medicine  and 
Religion. 

Confirmed  interim  appointment  of  MacDonald  Wood, 
M.D.  (Phoenix),  member  of  the  Professional  Committee 
for  the  term  1965-68,  to  serve  as  Chairman  of  the  Sub- 
committee on  Safety. 

PUBLIC  RELATIONS  — Accepts  declination  of  How- 
ard W.  Finke,  M.D.  (Superior),  1965-68;  appoints  Wil- 
liam J.  Clemens,  III,  M.D.  (Florence),  member  of  the 
Public  Relations  Committee  for  the  term  1965-68;  also, 
John  S.  Carlson,  M.D.  (Phoenix),  likewise  member  of 
this  Committee  for  similar  term. 

SCIENTIFIC  ASSEMBLY  — Accepts  resignation  of 
Robert  P.  Mason,  M.D.  (Phoenix),  1964-67;  appoints 
Warren  A.  Bennett,  M.D.  (Phoenix),  member  of  the  Sci- 
entific Assembly  Committee  for  the  unexpired  term 
1965-67. 

CENTRAL  OFFICE 
ADVISORY  COMMITTEE 

Membership  Classifications 

MARICOPA  — George  G.  McKhann,  M.D.  (Phoenix), 
Active,  granted  Active  — dues  exempt,  A/C  (70  Years), 
effective  January  1,  1966. 

Otto  E.  Utzinger,  M.D.  (Scottsdale),  Active  — dues 
exempt,  A/C  (70  years),  granted  Active  — Fifty-Year 
Club  — dues  exempt,  effective  January  1,  J966. 

YAVAPAI  — Edwin  B.  Banister,  M.D.  (Prescott),  Ac- 
tive, granted  Active  — dues  exempt,  A/C  (70  years,  ef- 
fective Januery  1,  1966. 

COCHISE  — Nicolo  V.  Alessi,  M.D.  (Douglas),  Ac- 
tive — dues  exempt,  A/C  (70  Years),  granted  Active- 
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Fifty-Year  Club  — dues  exempt,  effective  January  1, 
1966. 

PROFESSIONAL  COMMITTEE 

Food  Handlers  Certification 

Recommend  to  the  Arizona  State  Board  of  Health 
that  Rule  No.  6 of  the  Rules  and  Regulations  of  the 
Arizona  State  Department  of  Health  governing  control 
of  communicable  diseases  be  amended  to  read:  “no 
person  can  be  employed  to  handle  or  prepare  food  until 
he  (or  she)  is  certified  by  a licensd  physician  and  sur- 
geon to  be  free  from  public  health  significance  disease.” 
APPROVED. 

Medical  Advisory  Committee 

Directed  that  William  B.  Steen,  M.D.,  member  of  the 
Arizona  State  Board  of  Health  and  recently  appointed 
member  of  the  Professional  Committee  to  serve  as  Chair- 
man of  its  Subcommittee  on  Federal  Services,  contact 
the  Commissioner  of  Public  Health  in  the  Matter  of  ap- 
pointment of  a working  medical  advisory  subcommit- 
tee to  the  Governor’s  Medical  Advisory  Board  on  fed- 
eral-state financing  of  medical  care  for  the  aged  under 
the  Kerr-Mills  Act,  determine  need  and,  followinv  clear- 
ance with  the  President,  Dr.  O’Hare,  take  whatever  ac- 
tion appears  indicated. 

PUBLIC  RELATIONS  COMMITTEE 

Public  Relations  Consultants 

Approved  action  of  the  Public  Relations  Committee 
not  to  accept  the  proposal  of  John  S.  Turner  & Associ- 
ates, consultants  in  the  field  of  public  relations,  at  this 
time,  the  Central  Office  to  pursue  more  vigorously  what- 
ever public  relations  program  is  to  be  conducted  for  the 
present,  Bruce  E.  Robinson  to  be  assigned  to  the  ac- 
tivity, utilizing  the  assistance  of  Paul  R.  Boykin. 
“Smoking  and  Youth”  Program 

Received  notice  of  proposed  statewide  conference  on 
“Smoking  and  Youth,”  sponsored  by  the  Arizona  State 
Department  of  Public  Instruction,  scheduled  to  be  held 
in  Phoenix,  October  eighth,  at  the  Ramada  Inn.  De- 
clined financial  participation  due  to  budget  limitations. 

PUBLISHING  COMMITTEE 

Advertising  Representation 

Approved  decision  of  Executive  Committee,  on  recom- 
mendation of  the  Publishing  Committee,  that  the  con- 
tract with  the  State  Medical  Journal  Advertising  Bureau 
for  procurement  of  national  advertising  associate  with 
the  publication  of  ARIZONA  MEDICINE  be  termi- 
nated as  of  the  close  of  the  year  — December  31,  1965; 
and  that  the  execution  of  a new  contract  with  the  Cali- 
fornia Medical  Association,  who  will  represent  the  four 
Journals  i.e.  ARIZONA  MEDICINE,  CALIFORNIA 
MEDICINE,  NORTHWEST  MEDICINE  and  ROCKY 
MOUNTAIN  MEDICINE  in  procurement  of  national 
advertising  with  an  endeavor  to  improve  the  position  of 
each  in  this  regard. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Approved  the  proposed  schedule  recommended  by  the 
Scientific  Assembly  Committee  for  the  75th  Annual 
Meeting  of  the  Association  to  be  held  in  Scottsdale  with 
headquarters  at  the  Safari  Hotel,  April  27  through  30, 
1966,  with  the  following  specific  instructions: 

1.  There  shall  be  no  other  event  scheduled  the 


evening  of  April  29,  1966,  this  being  reserved  for 
the  annual  ArMPAC  Dinner. 

2.  There  shall  be  no  specialty  group  dinners  sched- 
uled for  Friday,  April  29,  1966. 

3.  Approved  the  development  of  the  Scientific  Sec- 
tion program  through  “Northwestern.” 

4.  Approved  of  a Program  Cover  Contest  — 75th  Dia- 
mond Jubilee,  limited  to  children  of  member  phy- 
sicians; awards:  $100.00  for  the  Winner  and  $25.00 
each  for  the  runners-up  in  the  (a)  elementary,  (b) 

junior  high  school,  (c)  high  school,  and  (d)  college 
levels,  to  be  financed  out  of  the  Annual  Meeting 
Budget,  special  effort  to  be  made  to  procure  quali- 
fied judges  of  art  to  judge  the  contest. 

Annual  Meetings 

1967  - 76th  - April  26  through  29  - TowneHouse,  Phoenix 

1968  - 77th  - April  24  through  27  - TowneHouse,  Phoenix 
Rejected  the  recommendation  that  all  future  meetings 

be  held  in  the  Phoenix  area,  based  upon  past  registration. 

MEDICAL  ECONOMICS  COMMITTEE 

ODMC  Contract  Extension 

Authorized  the  execution  of  a supplemental  agreement 
with  the  Office  of  Dependents'  Medical  Care  and  the 
Fiscal  Administrator  — Arizona  Blue  Shield  Medical 
service,  extending  contract  numbered  DA-05-1 14-MD-12 
from  September  1,  1965,  to  October  31,  1965. 

VNB  Credit  Card 

Accepted  the  report  of  the  Medical  Economics  Com- 
mittee concluding:  “that  the  Credit  Card  Plan,  as  spon- 
sored by  the  Valley  National  Bank,  does  not  appear  ob- 
jectionable, with  the  understanding  that  the  names  of 
the  individual  physicians  (doctors  of  medicine)  will  not 
be  listed  as  participants  of  the  program  (a  general  state- 
ment to  be  included  indicating  that  a number  of  physi- 
cians will  recognize  the  VNB  Credit  Card).”  The  Board 
further  determined  that  it  does  not  see  any  evidence 
of  unethical  practice  involved. 

Prepaid  Medical  Care  Plan 

Determined  to  advise  Rafael  Garbayo,  M.D.,  Director 
—Grand  Canyon  Hospital,  that  his  proposed  prepaid 
out-patient  office  visits  medical  plan  for  the  Grand 
Canyon  community  to  include  teachers  and  dependents 
of  the  School  System,  Western  Equities  and  the  Na- 
tional Park  Service  does  not  meet  the  “free  choice  of 
physician"  concept. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT  1:00 
P.M. 

o * <t 

MEETING  RECONVENED  AT  2:12  P.M.,  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING 
SESSION  RESPONDED  “AYE”  TO  THE  ROLL  CALL 
WITH  THE  EXCEPTION  OF  ROBERT  A.  PRICE, 
M.D.,  TFIE  CHAIRMAN,  ARNOLD  H.  DYSTERIIEFT, 
M.D.,  PRESIDING. 

COMMUNICATIONS 

DPW-110-PS  Discrimination  Affidavit 

Louisiana  State  Medical  Society  approves  resolution 
adopted  by  its  Calcasien  Parish  Medical  Society,  and 
advises  its  House  of  Delegates  in  special  session,  Au- 
gust 29,  1965,  went  on  record  as  opposing  formal  writ- 
ten compliance  agreements  such  as  DPW-110-PS  in  this 
and  other  matters,  endorsing  the  principle  of  rendering 
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proper  medical  care  regardless  of  whether  the  physician 
involved  signs  or  does  not  sign  any  compliance  agree- 
ment to  the  effect  “that  services  were  rendered  without 
discrimination”  in  the  handling  of  welfare  cases.  RE- 
CEIVED. 

Blue  Cross-Blue  Shield  Separation 

West  Virginia  State  Medical  Association  adopts  reso- 
lution recommending  to  the  various  Blue  Cross-Blue 
Shield  plans  throughout  its  state  to  explore  the  possibility 
of  separation  of  these  plans  into  a separate  Blue  Cross 
and  a separate  Blue  Shield  plan,  to  be  sold  to  the 
public  as  separate  entities  and  to  be  administered  as  en- 
tirely separate  entities,  said  resolution  to  be  introduced 
at  the  Clinical  Convention  of  AM  A in  Philadelphia  in 
November,  1965.  RECEIVED. 

OTHER  BUSINESS 

AMA  Special  Convention 

Determined  that  James  E.  O’Hare,  M.D.,  President, 
and  Charles  E.  Henderson,  M.D.  Secretary,  represent 
the  Association,  on  invitation  and  expense  of  AMA,  at 
the  AMA  National  Meeting  on  Medicare  to  be  held  in 
the  Ballroom  of  the  La  Salle  Hotel,  Chicago,  Illinois, 
Friday,  October  1,  1965,  at  9:00  a.m.,  to  remain  for 
the  Special  Convention  of  the  AMA  House  to  follow; 
and  that  Lindsay  E.  Beaton,  M.D.,  Delegate,  Daniel  T. 
Cloud,  M.D.,  Alternate  Delegate  to  represent  Dermont 
W.  Meliek,  M.D.,  Delegate  (unable  to  attend),  William 
B.  Steen,  M.D.,  Alternate  Delegate,  and  Robert  Carpen- 
ter, Executive  Secretary,  be  authorized,  at  Association 
expense,  to  attend  the  Special  Convention  of  the  AMA 
House  of  Delegates  and  its  National  Meeting  immedi- 
ately preceding,  to  be  held  in  the  Red  Lacquer  Room 
of  the  Palmer  House,  Chicago,  Illinois,  commencing  at 
9:30  a.m.,  October  2,  1965,  and  continuing  through 
October  3,  1965. 

MEETING  ADJOURNED  AT  3:15  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


PUBLIC  RELATIONS  COMMITTEE 

Meeting  of  the  Public  Relations  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  in  the  French 
Quarter  of  The  Safari  Hotel,  Scottsdale,  Arizona,  Sun- 
day, August  29,  1965,  convened  at  10:05  a.m.,  Arnold 
H.  Dysterheft,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Dudley,  Jr.,  Arthur  V.;  Dysterheft,  Arnold,  H., 
Chairman;  Horan,  Robert  V.;  Jarrett,  Paul  B.,  President- 
elect; Drs.  Keppel,  J.  Edwin;  Linkner,  Laurence  M.;  Mc- 
Kinley, Jr.,  William  W.;  O’Hare,  James  E.,  President. 
STAFF: 

Boykin,  Paul  R.,  Executive  Secretary  — BOMEX;  Car- 
penter, Robert,  Executive  Secretary  — ArMA;  Robinson, 
Bruce  E.,  Assistant  Executive  Secretary  — ArMA. 
GUESTS: 

John  S.  Carlson,  M.D.,  Chairman,  Scientific  Assembly 
Committee;  Mrs.  Clare  W.  Johnson,  Woman’s  Auxiliary 
— ArMA;  Mr.  John  S.  Turner,  John  S.  Turner  & Asso- 
ciates, Consultants;  Mr.  Dallas  F.  Whaley,  Field  Repre- 
sentative — AMA. 

EXCUSED: 

Drs.  Fredell,  C.  Herbert;  Henderson,  Charles  E.,  Sec- 


retary; Holsey,  William  F.;  Drs.  Lyle,  William  H.;  Tuve- 
son,  Leo  L. 

MINUTES 

Minutes  of  meeting  of  the  Public  Relations  Commit- 
tee held  February  27,  1965,  approved. 

1965-66  PUBLIC  RELATIONS  PROGRAM 

Mr.  John  S.  Turner  of  John  S.  Turner  & Associates 
(Phoenix),  public  relations  consultants,  presented  a de- 
tailed proposal  of  available  services  offered  the  Asso- 
ciation in  the  conduct  of  its  public  relations  program. 
He  reviewed  suggested  methods  of  operation  and  sub- 
mitted to  questioning.  On  the  basis  of  the  proposal 
submitted,  the  fee  per  month  for  services  to  be  rendered 
would  be  $750.00,  exclusive  of  any  additional  costs 
such  as  mimeographing,  postage,  excessive  mileage  and 
travel. 

Mr.  Turner  was  informed  of  the  high  regard  the  As- 
sociation and  others  have  for  his  firm  and  the  excellent 
reputation  it  has  earned.  Other  matters  of  concern  to 
the  Association  not  apparent  to  him  must  be  consid- 
ered. He  is  to  be  informed  of  the  recommendations  of 
the  Committee  following  due  deliberation  later  on  today. 
MR.  TURNER  LEFT  THE  MEETING  AT  THIS 
POINT. 

Following  lengthy,  searching  discussion,  it  was  de- 
termined to  reject  the  proposal  of  John  S.  Turner  & 
Associates  at  this  time. 

AMA  Program 

Dallas  F.  Whaley  was  invited  to  speak  as  regards 
any  plans  for  the  future  to  be  implemented  by  AMA 
in  the  field  of  public  relations.  He  reviewed  the  results 
of  a preliminary  report  of  a recent  survey  conducted 
by  a New  Jersey  firm,  hired  by  AMA,  which  indicated 
that  among  high  school  students,  medicine  was  the 
second  choice  of  selection  as  a career,  a Supreme  Court 
Justice  being  the  first  choice;  further,  that  among  2500 
samplings,  in  the  past  ten  years,  the  organization  of 
AMA  increased  in  public  favor  from  68%  to  74%.  A 
continuing  public  relations  program  was  urged  to  be 
carried  on  by  physicians  and  staff,  employing  outside 
counsel  if  determined  indicated.  It  is  the  responsibil- 
ity of  the  physicians  to  outline  the  purpose  and  extent 
of  the  program  desired;  it  is  the  staff  who  will  carry 
out  the  objectives.  It  was  further  reported  that  AMA 
had  determined  to  employ  another  public  relations  firm 
of  Chicago  and  New  York  areas  of  operation  to  pursue 
a long-range  educational  program. 

Considerable  discussion  ensued  and  the  wisdom  of  the 
AMA  public  relations  endeavors,  past  and  present,  was 
questioned.  It  was  concluded  that  possibly  Medicine’s 
most  pressing  problem  today  is  to  interest  itself  in  the 
leadership  of  its  destiny,  both  scientifically  and  polit- 
ically. An  aggressive  interest  in  and  approach  to  the 
development  of  the  Medicare  program  appears  essential. 

COMMITTEE  MEMBERSHIP 

Recommended  that  John  S.  Carlson,  M.D.,  (Phoenix), 
chairman  of  the  Scientific  Assembly  Committee,  be  ap- 
pointed a member  of  this  Public  Relations  Committee. 

COMMUNITY  HEALTH  WEEK 

Community  Health  Week  for  1965  (November  7 
through  13),  referred  by  the  Professional  Committee  for 
the  consideration  of  this  Committee  was  reviewed,  to- 
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gether  with  the  promotional  aids  prepared  and  submit- 
ted by  AMA.  It  is  die  intent  to  seize  upon  this  oppor- 
tunity to  bring  to  the  public’s  attention  the  function  of 
the  hospital  through  tours  of  facilities  available;  ex- 
hibits; promotion  of  medical  careers  within  the  school 
system;  relating  public  health  services;  Radio  and  TV 
programs;  addresses  by  the  doctors  before  civic  groups 
both  medically  and  educationally  oriented;  etc. 

Determined  to  refer  this  program  to  the  county  medi- 
cal societies  for  their  initiation  on  the  local  level. 
Arizona  State  Fair 

Mrs.  Johnson  reported  that  is  it  customary  for  Mari- 
copa County  Medical  Society  Auxiliary  to  engage  a 
booth  during  the  Arizona  State  Fair  exhibiting  methods 
of  “resuscitation.”  “blood  pressures,”  “blood  typing”  by 
medical  technical  group;  and  other  related  community 
health  activities.  Possibly  this  could  be  tied  in  widi 
Community  Health  Week.  ArMA  could  be  identified 
with  the  project. 

Authorized  expenditure  up  to  $100.00  for  booth 
rental  purposes  associate  with  the  Arizona  State  Fair. 
TV  Medical  Series  Program 

Dr.  Dysterheft  spoke  on  the  TV  series  “DOCTORS 
AT  WORK”  films  produced  by  Lawren  Productions, 
Inc.  of  San  Mateo,  California,  successfully  used  by  both 
the  California  Medical  Association  and  the  New  York 
Medical  Society  as  a public  service.  While  no  action 
was  taken,  the  matter  will  be  investigated. 

SKF  SPEECH  TRAINING  PROGRAM 

Determined  to  communicate  with  Smith  Kline  and 
French  Laboratories  (Philadelphia)  to  ascertain  the  avail- 
ability of  the  services  of  its  staff  in  the  conduct  of  a 
second  “Speech  Training  Program”  to  be  held  in  Feb- 
ruary or  March  of  1966.  A Wednesday  in  Phoenix 
followed  by  a Thursday  in  Tucson  is  indicated  prefer- 
able. AAGP  Credits  could  be  obtainable  for  such 
course. 

75th  ANNUAL  MEETING  PROGRAM 

Dr.  Carlson  recommended  approval  of  sponsorship  of 
a “contest”  among  high  school  students  in  the  design 
of  a program  cover  for  the  75th  Diamond  Jubilee  Anni- 
versary program. 

Approved  if  sufficient  school  districts  agree  with  the 
idea;  cost  of  the  award  to  be  financed  out  of  the  annual 
meeting  budget. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT 
12:15  P.M. 

a * * 

MEETING  RECONVENED  AT  1:30  P.M.,  ALL  MEM- 
BERS PRESENT  DURING  THE  MORNING  SES- 
SION RESPONDING  “AYE”  TO  THE  ROLL  CALL, 
THE  CHAIRMAN,  ARNOLD  H.  DYSTERHEFT,  M.D., 
PRESIDING. 

The  meeting  went  into  “Executive  Session”  at  this 
point. 

It  was  determined  that  “public  relations”  will  be 
handled  by  the  Central  Office,  Bruce  E.  Robinson  to  de- 
vote time  thereto  with  the  assistance  of  Paul  R.  Boykin. 
MEETING  ADJOURNED  AT  2:12  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 

By  Robert  Carpenter 

Excutive  Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Sunday,  Sep- 
tember 12,  1965,  in  the  Central  Office  of  this  Associa- 
tion, Suite  201,  Safari  Building,  4601  North  Scottsdale 
Road,  Scottsdale,  Arizona,  convened  at  10:15  a.m.,  Ian 
M.  Chester,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Blute,  Jr.,  James  F.;  Chesser,  Ian  M.,  Chairman; 
Hardenbrook,  Richard  G.;  Henderson,  Charles  E.,  Sec- 
retary; Drs.  Hoffman,  George  L.;  Jarrett,  Paul  B.,  Presi- 
dent-elect; Rhu,  Jr.,  Hermann  S. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS: 

Messrs.  Mislicky,  Roman  G.,  Assistant  Vice  President— 
VNB;  Schuster,  Emil,  Credit  Card  Program  — VNB; 
Foster,  John  C.,  Executive  Director  — Blue  Shield; 
Behle,  Carl  E.,  Professional  Relations  Director  — Blue 
Shield. 

EXCUSED: 

Dr.  O’Hare,  James  E.,  President. 

MINUTES 

Approved  minutes  of  meeting  of  the  Medical  Eco- 
nomics Committee  held  February  21,  1965,  as  distri- 
buted among  the  members. 

MEDICARE  CONTRACT 
NO.  DA-05-1 14-MD-87 

Medicare  contract  No.  DA-114-MD-87  expired  Au- 
gust 31,  1965.  Lt.  Col.  William  H.  Hayes,  MSC,  USA, 
Contracting  Officer,  Office  of  Dependents  Medical  Care, 
submits  (July  22,  1965)  for  renewal  contract,  including 
the  Medicare  Manual  and  Schedule  of  Allowances,  the 
latter  “without  change  except  that  we  have  incorporated 
all  of  the  prior  changes  and  addenda  of  the  present  con- 
tract; the  term:  September  1,  1965  to  August  31,  1966.” 
The  new  contract  has  been  checked  and  it  is  found  to 
be  as  stated  by  Col.  Hayes.  John  C.  Foster,  Executive 
Director,  Arizona  Blue  Shield  Medical  Service  (Fiscal 
Administrator),  by  letter  dated  July  29,  1965,  advises 
staff  has  checked  Appendix  H,  effective  September  1, 
1965,  against  Appendix  G,  effective  September  1,  1964, 
and  finds  eight  minor  corrections,  principally  misspell- 
ing of  words  or  typographical  errors  corrected.  There 
are  no  fee  changes. 

Col.  Hayes,  by  letter  dated  September  9,  1965,  sub- 
mits for  execution,  Supplemental  Agreement,  extend- 
ing the  contract  lapsed  from  September  1,  1965,  to 
October  21,  1965,  in  order  that  participating  physicians 
might  be  compensated  for  professional  services  rend- 
ered during  this  period,  pending  execution  of  the  new 
contract. 

Dr.  Chesser  reviewed  sequence  of  events  during  and 
since  the  execution  of  the  initial  contract  in  1957.  Dr. 
Rhu  expressed  need  for  adjustment  of  OB  fees,  which, 
services,  incidentally,  comprise  the  major  portion  of  pro- 
gram utilization. 

Medicare  for  the  Aged 

John  C.  Foster  reviewed,  for  the  edification  of  die 
Committee  members,  current  knowledge  dealing  with 
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the  recently  enacted  Public  Law  89-97  (H.R.  6675),  re- 
lating to  that  portion  of  the  federal  hospital  insurance 
program  for  the  aged  providing  supplemental  medical 
benefits. 

It  was  determined  to  recommend  to  the  Board  of 
Directors:  (1)  that  the  military  dependents  medical  care 
program  (recently  lapsed)  be  extended  to  October  31, 
1965;  (2)  that  the  Arizona  Medical  Association,  through 
the  offices  of  the  Fiscal  Administrator,  solicit  from  those 
members  rendering  dependents  medical  care  services, 
comments,  complaints  and/or  recommendations,  to  be 
forwarded  to  the  Medical  Economics  Committee  in 
order  that  it  can  properly  negotiate  changes  in  the  fee 
schedule,  where  indicated,  the  remainder  of  the  member- 
ship to  be  informed,  through  an  article  to  be  published 
in  ARIZONA  MEDICINE,  of  the  contract  renegotia- 
tions, giving  each  an  opportunity  to  similarly  comment; 
and  (3)  that  the  Association  cooperate  with  Blue  Shield 
in  the  recommended  establishment  of  a “prevailing  fee 
schedule”  in  the  light  of  developments  covering  the 
new  Medicare  (Old  Age)  Program,  i.e.  that  each  mem- 
ber file  with  tlie  Blue  Shield  offices,  for  the  record, 
their  individual  “ordinary  fees”  (usual  and  customary) 
charged  for  professional  services  rendered,  this  to  be 
accomplished  through  personal  contacts  by  Blue  Shield 
staff  to  assure  understanding  of  the  intent  and  purpose. 

VNB  "CREDIT  CARD"  PROGRAM 
OPERATION 

Presented  for  discussion  was  the  “Credit  Card  Pro- 
gram Operation”  instituted  by  the  Valley  Bank,  July 
first  last.  This  was  the  first  item  of  business  considered 
by  the  Committee  to  accommodate  guests  representing 
VNB  in  order  that  they  may  be  excused  following  re- 
view. Physician  (doctor  of  medicine)  participation  was 
invited  even  though  the  program  was  not  designed 
therefor. 

Briefly,  credit  card  holders  are  allowed  charges  to 
and  including  $35.00;  these  are  processed  routinely  and 
the  bank  on  receipt  of  the  charge(s)  up  to  this  amount, 
on  forms  provided,  will  issue  check  to  merchant,  less 
5%  discount.  Charges  in  excess  of  $35.00  must  first 
be  cleared  with  VNB  by  telephone  call,  the  cost  to  be 
borne  by  the  bank.  In  the  first  instance  and  those 
following  approval  by  the  bank  in  the  second,  the  cus- 
tomer (doctor  in  this  instance)  has  no  further  interest, 
the  bank  assuming  the  responsibility  of  collection.  The 
customer  (patient  in  this  instance)  may  elect  to  pay  the 
bank  in  full  within  twenty-ive  days  following  billing,  or 
elect  to  pay  10%  thereof,  in  which  latter  event,  a serv- 
ice fee  will  be  added  amounting  to  one  and  one-half 
percent.  An  “imprinter”  (equipment)  fee  of  $5.00  per 
month  is  also  charged  the  doctor  in  addition  to  annual 
member  participation  fee  of  $20.00  ($10.00  for  the  bal- 
ance of  this  year).  A partial  refund  of  discount  with- 
held (5%),  based  upon  collective  total  charges  of 
$2,000.00,  may  be  anticipated  equalling  one-quarter 
of  one  percent;  in  excess  thereof,  one-half  of  one  per- 
cent, etc.,  possibly  payable  quarterly.  On  an  estimated 
cost  of  65c  per  account  for  billings,  economically,  the 
physician  participant  would  be  saving  money,  it  would 
appear.  Details  of  operation  were  presented  by  both 
Messrs.  Mislicky  and  Schuster  who  submitted  to  ques- 
tioning. They  left  the  meeting  following  the  discussion. 


It  was  determined  to  inform  the  Board  of  Directors 
that  the  Credit  Card  Plan,  as  proposed  by  the  Valley 
National  Bank,  presented  to  this  Committee,  does  not 
appear  objectionable,  with  the  understanding  that  the 
names  of  the  individual  physicians  (doctors  of  medicine) 
will  not  be  listed  as  participants  of  the  program  (a  gen- 
eral statement  to  be  included  indicating  that  a number 
of  physicians  will  recognize  the  Valley  Bank  Credit 
Card),  it  being  the  feeling  of  the  Committee  that  it  may 
be  of  value  to  the  physician,  the  Board  of  Directors  to 
determine  the  “ethics”  of  physician  participation. 

HIC  INSURANCE  REPORTING  FORM 

At  the  suggestion  of  the  Treasurer,  Arthur  V.  Dudley, 
Jr.,  M.D.,  attention  was  directed  to  an  article  appearing 
in  JAMA,  June  fourteenth  edition,  entitled:  “Progress  in 
Insurance  Claim  Forms,”  seeking  review  of  the  current 
Association  insurance  claim  form  compared  with  that 
offered  by  the  Health  Insurance  Council. 

It  was  determined  that  the  Chairman  would  appoint 
a subcommittee  for  this  purpose  to  report  its  findings 
and  recommendations  to  this  Committee  for  further 
consideration. 

FRED  HARVEY  PREPAID  PLAN 
FOR  MEDICAL  CARE 

Rafael  Garbayo,  M.D.,  Director  — Grand  Canyon 
Hospital,  by  letter  dated  April  24,  1965,  presented  de- 
tails regarding  prepaid  out-patient  medical  plan  he  de- 
sires to  commence  in  the  community.  Previous  doctors 
leasing  the  hospital  from  the  Department  of  the  Interior 
used  this  plan,  it  is  stated.  The  monthly  premium 
would  be  6c  per  adult  in  each  family  per  day  and  3c 
per  child  per  day.  Change  will  be  effected  providing, 
in  the  instance  of  family  participation,  for  six  visits  to 
the  doctor  for  a dollar  each  up  to  a number  of  six  per 
member  of  the  family  per  month.  Thereafter,  they  will 
be  charged  the  regular  four  dollars  for  professional  serv- 
ices. In  the  instance  of  a single  person,  a flat  three 
dollars  premium  per  month  will  be  charged  which  will 
entitle  him  or  her  to  six  visits  to  the  office  with  a dollar 
a visit  up  to  six  visits.  Thereafter,  regular  rates  will  be 
charged.  A copy  of  the  proposed  contract  was  submit- 
ted. Groups  to  be  included  will  be  the  School  System, 
teachers  and  dependents;  Western  Equities;  and  the  Na- 
tional Park  Service.  This  program  concerns  office  visits 
only.  Permanent  School  employees,  Fred  Harvey,  Na- 
tional Park  Service,  and  Western  Equities  carry  their 
own  hospitalization  insurance.  A further  letter  received 
from  Dr.  Garbayo  raises  question  as  to  current  plans. 

Question  of  “free  choice  of  physician”  raised  in  dis- 
cussion. 

It  was  determined  to  refer  this  matter  to  the  Board  of 
Directors  recommending  that  Dr.  Garbayo  be  notified 
that  his  proposed  plan  does  not  meet  with  the  “free 
choice  of  physician”  concept. 

Following  Board  review  and  any  action  taken,  the 
Chairman  agreed  to  contact  Dr.  Garbayo  to  ascertain 
his  current  desires  in  this  regard. 

MEETING  ADJOURNED  AT  1:17  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  registered  nurses 
aren't  alike,  either. 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 

penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  1 50- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Arizona  Medicine 


J.  G.  McGregor,  Jr.,  M.D. 


ORIGINAL  ARTICLES 

An  Approach  to  Acute  Upper 
Gastro-intestinal  Hemorrhage 


A provocaiive  discussion  for  all  physicians  who  face  the  problem  of 
gastro-intestinal  hemorrhage. 


THE  philosophy  governing  the  treatment  of 
acute  upper  gastro-intestinal  hemorrhage 
has  been  the  subject  of  a tremendous  welter  of 
conflicting  opinions.  This  mounting  turmoil 
seems  to  stem  directly  from  the  major  advances 
in  methodology  that  have  occurred  in  the  sub- 
specialty of  gastroenterology  in  the  past  fifteen 
years.1 

The  so-called  “conservative”  gastroenterolo- 
gists, reminiscent  of  the  days  when  blood  trans- 
fusion and  exploratory  surgery  were  the  only 
techniques  available  to  treat  acute  upper  gastro- 
intestinal hemorrhage,  advise  stringent  bed  rest, 
avoidance  of  abdominal  palpation,  and  tend  to 
wait  on  all  diagnostic  procedures  until  the  in- 
testinal hemorrhage  has  either  stopped  or  forced 
surgical  intervention.  These  “conservative”  phy- 
sicians, with  very  natural  reluctance,  eschew  the 
use  of  the  newer  tubes,  endoscopes  and  diag- 
nostic vigor. 

Presented  to  the  Regional  Meeting  of  the  American  College  of 
Physicians,  Phoenix,  Arizona— December  12,  1964. 


The  “vigorous”  gastroenterologists,  on  the 
other  hand,  are  anxious  to  use  their  new  tools 
and  techniques.  They  deny  the  wisdom  of  “ex- 
pectant” or  “supportive”  therapy  and  urge  a 
“vigorous  diagnostic  routine”  designed  to  estab- 
lish rapidly  the  identity  of  the  bleeding  site  in 
the  upper  gastro-intestinal  tract  and  then  to  di- 
rect their  therapy  as  specifically  as  possible  at 
this  site. 

As  is  usual  with  two  such  absolute  schools 
of  thought,  both  are  partially  right  and  both  are 
partially  wrong.  It  is  the  purpose  of  this  paper 
to  explore  the  philosophy  and  methodology  of 
the  treatment  of  upper  gastro-intestinal  hemor- 
rhage, attempting  to  extract  that  which  is  good 
from  each  of  the  major  schools  of  thought  and 
to  arrange  a schema  that  the  practicing  internist 
will  find  useful  in  the  treatment  of  acute  upper- 
gastro-intestinal  hemorrhage. 

Any  discussion  of  gastro-intestinal  hemorrhage 
must  hinge  upon  two  “truisms”  that  are  often 
misunderstood.  The  first  “truism”  states  that 
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“the  appearance  of  blood,  in  whatever  form, 
issuing  from  either  end  of  the  gastro-intestinal 
tract  has  positive  diagnostic  significance.”  The 
appearance  of  such  blood  is  prima  facie  evidence 
of  an  erosive  or  ulcerative  lesion  existing  within 
the  gastro-intestinal  tract.  The  bleeding  lesion 
may  be  something  as  common  as  a duodenal 
ulcer  or  as  rare  as  hematocholecyst.  The  lesion 
may  leak  only  a few  cubic  centimeters  of  blood 
or  hemorrhage  many  liters.  It  may  bleed  tran- 
siently or  continuously.  But  the  presence  of 
blood  always  denotes  the  presence  of  pathology 
and  always  demands  that  the  bleeding  site  be 
identified. 

The  second  “truism”  states  that  “the  proper 
philosophy  with  which  to  approach  a patient 
with  intestinal  hemorrhage  should  be  to  discover 
the  site  of  bleeding  with  the  degree  of  rapidity 
appropriate  to  the  clinical  situation.”  In  gen- 
eral, this  would  mean  that  the  more  vigorous 
the  bleeding  is,  the  more  vigorous  should  be  the 
diagnostic  approach.  The  day  has  long  since 
past  when  a physician  can  be  content  with 
merely  offering  supportive  care  to  a patient 
with  intestinal  hemorrhage.  Precision  of  diag- 
nosis, coupled  with  appropriate  diagnostic  vigor 
are  the  absolutely  essential  cornerstones  of  treat- 
ment in  intestinal  hemorrhage. 

If  these  two  “truisms”  are  to  be  applied  to  the 
individual  patient  who  has  sustained  acute  in- 
testinal hemorrhage,  three  major  questions  must 
be  answered  by  the  attending  physicians. 

(1)  The  first  question  asks,  “how  serious  a 
threat  has  the  bleeding  episode  been  to  the 
patient?”  This  question  requires  an  assessment 
by  the  physician  of  the  rapidity  of  blood  loss, 
the  competency  of  the  patient’s  cardiovascular 
system  and  the  physiologic  effect  of  the  blood 
loss  on  the  individual  patient. 

(2)  The  second  question  asks,  “Has  the  bleed- 
ing abated  or  is  it  continuing?”  If  the  bleeding 
has  stopped,  the  need  for  emergency  surgery 
may  be  remote.  If  the  bleeding  is  continuing 
and  if  the  body  homeostasis  is  threatened  by 
the  amount  of  bleeding,  some  emergency  pro- 
cedure may  be  required  to  halt  the  hemorrhage. 

(3)  The  third  question  asks,  “How  likely  is  it 
that  the  bleeding  patient  will  require  an  emer- 
gency procedure  to  stop  the  bleeding?”  This 
procedure  could  be  something  as  simple  as  gas- 
tric hypothermia  or  as  dangerous  as  an  emer- 
gency exploratory  laparotomy.  The  more  likely 


the  necessity  of  such  a procedure,  the  more  ur- 
gent is  the  need  for  a precise  diagnosis. 

Answering  these  questions  requires  a maxi- 
mum of  clinical  judgment,  experience,  equanim- 
ity and  clinical  ability.  Neither  the  internist  nor 
the  surgeon,  alone,  possesses  the  necessary  skills 
or  knowledge  to  care  singly  for  a patient  with 
intestinal  hemorrhage.  As  a team,  however, 
they  admirably  complement  each  other  in  their 
assessment  of  the  severity  of  the  bleeding,  :he 
determination  of  the  site  of  bleeding  and  the 
administration  of  the  properly  timed  therapy  to 
stop  the  bleeding.12 

THE  PRELIMINARY  ASSESSMENT  OF 
THE  BLEEDING  EPISODE 

The  first  effort  by  the  attending  physician  to 
answer  the  three  questions  posed  above  is  the 
traditional  history  and  physicial  examination. 
The  history  must  be  gleaned  from  any  available 
source  and  synthesized  into  a meaningful  narra- 
tive. The  possibility  of  drug  ingestion,  alco- 
holic background,  violent  vomiting,  abdominal 
trauma,  and  history  of  prior  bleeding  episodes, 
all  must  be  specifically  explored  with  whomever 
can  provide  meaningful  information. 

Overdependepce  upon  a history  obtained,  as 
it  must  be,  from  frightened  people  under  the 
duress  of  an  emergency  situation  can  lead  to 
injurious  diagnostic  blunders.3  The  various  pos- 
sible bleeding  sites,  the  vexing  problem  of  mul- 
tiple bleeding  sites  in  the  same  patient,  and  the 
ubiquity  of  a history  of  “peptic  ulcer”  in  the  gen- 
eral population  all  make  it  mandatory  that  the 
history  be  used  as  a guide  to  the  diagnosis,  but 
never  as  the  bed-rock  on  which  definitive  ther- 
apy is  based. 

A careful  diligent  physicial  examination  is  an 
absolute  pre-requisite  to  the  proper  management 
of  intestinal  hemorrhage.  The  examination 
should  include  an  assessment  of  the  mucous 
membranes  (the  pigmented  spots  of  the  Peutz- 
Jeghers  syndrome  or  the  telangiectasia  of  the 
Osler-Rendu-Weber  syndrome),  the  tongue  (nu- 
tritional deficiencies),  the  presence  or  absence 
of  jaundice,  the  size  of  the  liver  and  spleen,  the 
presence  of  ascites  (use  of  the  “Puddle  Sign”),20 
intra-abdominal  masses,  peripheral  edema  and 
the  condition  of  the  rectum.  Occasionally  the 
meticulous  physical  examination  will  render  a 
diagnosis  that  could  be  made  in  no  other  way. 
Repetition  of  the  examination  will  never  be 
wasted  motion  and  will  often  herald  important 
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changes  in  the  physical  status  of  the  patient. 

There  is  no  firm  agreement  among  gastroen- 
terologists as  to  which  group  of  laboratory  de- 
terminations is  most  likely  to  give  maximum  help 
in  the  search  for  the  proper  therapy  for  intes- 
tinal hemorrhage.  Certainly  blood  should  be 
drawn  quickly  for  such  routine  studies  as  hemo- 
globin, hematocrit,  prothrombin  time,  urea  nitro- 
gen and  for  type  and  cross  match  studies.  Blood 
volume  determinations  done  by  a variety  of 
methods  have  occasionally  proved  useful.  Blood 
ammonia  determinations,  bromsulfalein  reten- 
tion, uropepsin  levels  all  have  had  their  propon- 
ents, but  do  not  seem  to  have  consistent 
value.13- 14- 19 

It  is  important  to  realize  that  the  laboratory 
data  are  competent  to  give  information  only 
about  the  amount  and  significance  of  bleeding, 
not  the  site  of  bleeding.  To  prove  that  a pa- 
tient has  cirrhosis  by  laboratory  procedures  is 
never  to  be  construed  as  proof  that  the  patient 
is  bleeding  from  esophageal  varices.2' 5 9' 12' ,4 

One  of  the  simplest  preliminary  procedures 
available  to  aid  in  the  assessment  of  acute  upper 
gastro-intestinal  hemorrhage  is  the  per  oral 
passage  of  a large  bore  rubber  tube  into  the 
bleeding  patient’s  stomach.  Wide  experience 
has  shown  that  this  intubation  procedure  has  no 
deleterious  effects.3' 5’ 6 Aspiration  through  :his 
tube  will  give  tremendously  useful  information 
about  the  presence  or  absence  of  “fresh”  or  “old” 
blood  in  the  stomach.  Lavage  of  the  stomach 
through  this  tube,  using  iced  saline,  will  demon- 
strate whether  or  not  the  bleeding  is  vigorous, 
merely  oozing,  or  has  stopped.  The  iced  saline 
will  also  permit  the  removal  of  clots  and  blood 
from  the  stomach,  a procedure  that  adds  greatly 
to  the  patient’s  comfort  and  may  actually  aid  in 
halting  the  hemorrhage.  Once  the  stomach  has 
been  washed  clean,  further  lavage  will  give  in- 
formation about  whether  the  bleeding  is  con- 
tinuing and  the  amount  of  bleeding  occurring.  If 
the  lavage  fluid  is  returned  continuously  bloody, 
certainly  bleeding  must  be  currently  in  progress 
and  the  amount  of  such  bleeding  can  be  roughly 
estimated.  If  the  lavage  fluid  is  progressively 
less  bloody,  then  the  bleeding  is  abating.  This 
procedure  thus  helps  to  determine  whether  a 
“conservative”  therapeutic  approach  to  the 
bleeding  will  be  adequate  or  whether  the  situa- 
tion is  urgent  enough  to  require  a “vigorous  di- 
agnostic approach.”2’ 5' 7 


If  the  history,  physical  examination,  labora- 
tory examination  and  the  results  of  intubation 
indicate  that  the  bleeding  is  “significant”;  i.e. 
the  bleeding  is  continuing  and  seems  to  be  of 
such  volume  as  to  constitute  a threat  to  the  in- 
dividual; consideration  must  be  given  to  surgical 
extirpation  of  the  bleeding  site.  If  such  surgical 
intervention  is  seriously  contemplated,  the  loca- 
tion of  the  bleeding  lesion  must  be  quickly  and 
accurately  determined  pre-operatively. 

RATIONALE  OF  THE  "VIGOROUS 
DIAGNOSTIC  APPROACH" 

Experience  gained  in  large  numbers  of  pa- 
tients with  acute  gastro-intestinal  bleeding  has 
shown  that  the  “blind”  diagnosis,  i.e.  the  diag- 
nosis being  established  by  using  only  history 
and  physical  examination,  is  accurate  in  only 
50%  to  60%  of  the  cases.5  The  addition  of  roent- 
genologic procedures  to  the  diagnostic  work-up 
increases  this  accuracy  to  approximately  75%. 8 
The  full  use  of  what  has  come  to  be  called  “the 
vigorous  diagnostic  approach”  which  would  in- 
clude physical  examination,  per  oral  intubation 
of  the  stomach,  esophagoscopy,  gastroscopy,  and 
appropriate  radiologic  studies,  further  increases 
the  diagnostic  accuracy  to  85%  to  90%. 3'  *' 5' 9 15 

These  raw  statistics  do  not  tell  the  complete 
story,  however.  Even  though  the  utilization  of 
the  vigorous  diagnostic  approach  achieves  a di- 
agnostic accuracy  of  “only”  85%,  its  employment 
allows  the  internist  to  rule  out  positively  bleed- 
ing from  major  organs  such  as  the  oropharynx, 
esophagus,  and  stomach.  Thus,  while  the  exact 
pre-operative  diagnosis  may  not  be  established 
in  15%  of  the  cases,  the  surgeon  is  immeasurably 
aided  by  the  knowledge  of  what  organs  are  not 
bleeding.5- 15- 17 

Esophagoscopy  is  the  first  major  procedure 
usually  carried  out  in  a “vigorous  diagnostic  ap- 
proach.” It  is  a procedure  designed  to  locate 
precisely  or  rule  out  bleeding  sites  in  the  oro- 
pharynx and  esophagus.  Using  an  instrument 
such  as  the  Eder-Hufford  esophagoscope,  die 
procedure  entails  little  risk  in  the  hands  of  a 
competent  operator.  The  procedure  can  be  done 
almost  anywhere  in  the  hospital  with  equipment 
that  is  readily  available.  It  requires  little  or 
no  anesthesia  of  the  oropharynx.  Even  the  pa- 
tient who  has  massive  transfusion  therapy  under- 
way is  not  seriously  discommoded  by  the  pro- 
cedure.4- 5- B- 1(1 

Gastroscopy  is  the  second,  and  most  contro- 
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versial  procedure,  to  be  employed.  The  preced- 
ing lavage  of  the  stomach  with  iced  saline  will 
have  cleansed  the  major  clots  and  debris  from 
the  stomach.  If  the  bleeding  is  brisk,  is  it  im- 
portant to  repeat  the  iced  saline  lavage  follow- 
ing esophagoscopy  and  just  prior  to  gastroscopy. 
Most  gastroenterologists  will  agree  that  gastro- 
scopy does  not  have  the  diagnostic  precision  of 
esophagoscopy.  Yet,  those  who  have  employed 
the  gastroscope  during  massive  upper  gastroin- 
testinal hemorrhage  can  recall  having  seen  the 
hemorrhagic  ooze  from  erosive  gastritis,  bleeding 
from  a gastric  tumor,  or  witnessed  blood  reflux- 
ing back  through  the  pylorus  and  have,  thus, 
established  the  site  of  bleeding.  It  is  important 
to  realize  that  to  eliminate  the  stomach  as  a site 
of  bleeding  is  every  bit  as  important  as  to  in- 
criminate it.3' 4' 5 6' 11 

The  third  step  in  this  approach  to  gastro- 
intestinal bleeding  is  radiologic.  An  emergency 
upper  gastro-intestinal  barium  study  is  per- 
formed with  as  much  adherence  to  the  usual 
conduct  of  the  study  as  is  possible  in  the  clin- 
ical situation.  The  use  of  various  positions,  of 
pressure  over  the  upper  abdomen,  and  of  suffi- 
cient barium  is  to  be  recommended  rather  than 
condemned.  The  objective  of  the  study  is  for 
the  radiologist  to  gain  as  much  information  about 
the  esophagus,  stomach,  duodenum,  and  upper 
small  intestine  as  is  possible.  He  should  be 
encouraged  to  use  whatever  auxiliary  equipment 
that  he  feels  will  add  to  the  productivity  of  the 
study. 

It  has  been  repeatedly  proved  to  be  unwise 
to  stop  short  of  using  all  four  of  the  above  de- 
scribed procedures.  Serious  diagnostic  and 
therapeutic  errors  have  resulted,  for  example, 
from  the  demonstration  of  erosive  gastritis  in 
the  stomach  and  the  failure  to  proceed  with  the 
X-ray  studies  which  would  have  demonstrated 
a large  duodenal  ulcer. 

After  the  results  of  each  of  these  procedures 
have  been  recorded,  the  surgeon  and  the  in- 
ternist must,  together,  decide  upon  the  proper 
course  of  therapy.  If  surgical  intervention  is 
necessary  in  the  patient  with  acute  upper  gas- 
tro-intestinal hemorrhage,  the  information  gained 
from  the  above  described  studies  will  permit  a 
decisive  and  planned  approach  to  the  problem. 
The  surgeon  will  know  from  these  studies  that 
certain  organs  have  been  eliminated  or  incrim- 
inated as  sites  of  bleeding.  His  surgical  ap- 
proach has  been  shown  to  be  necessary  and 


can  be  planned  for  optimal  effect.17 

SUMMARY 

A rationale  with  which  to  approach  the 
emergency  of  acute  gastro-intestinal  hemorrhage 
is  presented.  The  key  tenents  of  this  philosophy 
are  (1)  The  presence  of  blood  in  the  vomitus  or 
feces  is  prima  facie  evidence  of  the  existence 
of  a pathologic  lesion  in  the  intestinal  tract.  (2) 
The  character  of  this  pathologic  lesion  must  be 
discovered  in  order  to  direct  proper  therapy  at  it. 
(3)  The  speed  with  which  the  nature  of  the 
bleeding  lesion  must  be  discovered  depends  en- 
tirely upon  the  amount  and  rapidity  of  blood 
loss  from  the  lesion.  (4)  The  history,  physical 
examination,  laboratory  procedures  and  gastric 
intubation  provide  data  on  which  physicians 
base  their  decisions  as  to  how  rapid  the  diag- 
nostic procedures  should  proceed.  (5)  The  se- 
quence of  the  “vigorous  diagnostic  approach” 
is  described. 
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Loeffler’s  Syndrome  Resulting  from  use  of 
Sulfadiazine-Containing  Vaginal  Cream 


James  L.  Parsons,  M.D.  William  L.  Shepard,  M.D. 


Sulfa  drugs  are  still  troublemakers  at  times.  Repeated  questioning,  as  in 
this  interesting  presentation,  may  reveal  the  culprit. 


AREFUL,  specific  questioning  relative  to  drug 
use  by  any  route  of  administration  should  be 
included  in  every  case  history,  particularly 
where  the  etiologic  factors  are  obscure.  Illus- 
trating this  point  is  the  following  report  of  a 
patient  referred  to  us  for  recurrence  of  respira- 
tory symptoms. 

CASE  REPORT 

A 29  year  old,  white  female  was  referred  to 
us  because  of  recurrent  fever  and  pulmonary 
infiltrations.  Four  months  previously  she  had 
been  hospitalized  with  a fever  of  104°,  scant 
white  sputum,  and  the  sensation  of  substernal 
pressure  of  three  days  duration.  During  that 
hospitalization,  the  physical  findings  were  within 
normal  limits.  Laboratory  reports  were  as  fol- 
lows: Hb.  11.3  Gm,  WBC,  12,250,  76  PMN,  11 
lymphocytes,  13  eosinophils.  Sedimentation  rate 
was  36  (Wintrobe  corrected).  Urinalysis  (voided) 

Tucson,  Arizona. 

Acknowledgment  to  R.  Robert  Bates,  M.D.,  for  referring  patient 
and  Margaret  Doorly  and  Edith  R.  Hanson  for  preparation  and 
editing. 


— Sp.Gr.  1.025,  Alb.  one  plus,  sugar  negative, 
WBC  3 to  10,  RBC  innumerable,  numerous 
epithelial  cells  and  no  casts.  Sputum  and  gastric 
washing  cultures  for  pathogens  were  negative. 
Cold  agglutinations  were  negative.  Coccidioi- 
din  skin  test  1:100  was  slightly  positive.  P.P.D. 
intermediate  and  histoplasmin  skin  tests  were 
negative.  Repeat  WBC  was  10,000  with  16% 
eosinophils.  Repeat  urinalysis  was  normal.  X-ray 
revealed  bilateral  apical  and  mid-lung  infiltra- 
tion. (Fig.  1)  Therapy  consisted  of  penicillin, 
expectorants,  and  an  iron  preparation  ior 
anemia.  Hospitalized  three  days,  the  patient  be- 
came afebrile,  the  lungs  showed  clearing  on 
X-ray,  and  she  was  released.  Lungs  were  clear 
in  subsequent  X-rays. 

Four  months  later,  and  six  days  prior  to  re- 
ferral, the  patient  had  recurrence  of  nonproduc- 
tive cough,  fever  of  103°,  and  slight  substernal 
pain.  X-ray  revealed  the  recurrence  of  apical 
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and  mid-lung  infiltration.  Other  than  the  iron 
preparation,  the  patient  denied  any  drug  usage, 
allergy  to  pollen,  use  of  hair  spray,  recent  in- 
gestion of  rare  or  raw  pork,  foreign  travel,  un- 
usual diet,  or  dust  exposure.  Physical  examina- 
tion was  within  normal  limits  except  for  a grade 


(Fig.l)  X-ray  showing  apical  infiltrates  during 


acute  symptoms. 

I,  innocent  systolic  murmur  along  the  left  ster- 
nal border.  Laboratory  reports  were  as  follows: 
Hb.  11.9  Gm,  WBC  15,500,  PMN  79,  lympocytes 
7,  eosinophils  11,  monocytes  2,  stab  cells  1.  Sedi- 
mentation rate  was  61  mm/hr  (Westergren). 
Urinalysis  negative.  Stool  examinations  for  ova 
and  parasites  were  normal. 

In  view  of  the  findings,  the  patient  was  re- 
questioned about  drug  or  chemical  exposure. 
Again,  she  denied  taking  any  medications  except 
the  iron  preparation.  When  asked,  specifically, 
if  she  had  used  any  suppositories  or  vaginal  pre- 
parations, she  mentioned  use  of  a vaginal  cream 
prescribed  by  the  referring  physician  for  recur- 
rent vaginitis.  Further  questioning  established 
a correlation  between  use  of  the  vaginal  cream 
and  onset  of  symptoms  on  each  occasion.  The 


preparation  she  used  contained  sulfadiazine. 
She  was  advised  to  discontinue  using  it.  Her 
symptoms  regressed,  the  lungs  cleared  and  pa- 
tient has  remained  asymptomatic  for  11  months. 

DISCUSSION 

Since  Loeffler’s  original  report,  peripheral 
eosinophilia  associated  with  transient  lung  in- 
filtration has  been  regarded  as  an  allergic  reac- 
tion. Many  drugs,  parasites,  or  pollens  have 
been  implicated.1' 3 Sulfonamide  drugs  have 
been  frequently  mentioned  in  connection  with 
this  syndrome.  They  are  known  to  be  absorbed 
from  inflammed  mucosal  surfaces.  Although 
the  amount  of  absorption  is  small,  it  is  sufficient 
to  sensitize  a susceptible  individual  and  produce 
an  allergic  reaction.4 

Upper  respiratory  symptoms  with  cough, 
fever,  and  chest  pain  may  be  easily  misdiag- 
nosed. It  is  possible  that  many  transient  pneu- 
monic and  flu-like  syndromes  may  be  iatrogeni- 
cally  based.  In  cases  of  recurrent  episodes  of 
respiratory  symptomatology  without  known 
cause,  careful  questioning  about  medication  is 
indicated.  Superficial  questioning  frequently 
does  not  elicit  information  on  the  use  of  vaginal 
preparations.  Patients  either  attach  no  signifi- 
cance to  routinely  used  medications,  or  are  dif- 
fident about  mentioning  their  use.  As  illustrated 
in  this  case,  the  patient  did  not  think  it  waS 
important  to  disclose  the  use  of  a vaginal  cream, 
despite  specific  questioning  about  drugs. 

Diagnosis  in  the  case  reported  was  established 
by  correlating  two  separate  episodes  of  clinical 
manifestations  with  use  of  a sulfadiazine-con- 
taining vaginal  cream.  When  the  cream  was 
discontinued,  there  were  uneventful  recoveries 
and  no  recurrences.  One  similar  case  has  been 
reported.5 

The  prognosis  in  these  cases  is  good  if  the 
etiology  factor  can  be  uncovered  and  eliminated. 

SUMMARY 

A case  of  Loeffler’s  syndrome  following  topi- 
cal application  of  a sulfanilamide-containing 
vaginal  cream  is  reported. 
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Hazardous  Drugs  In  Pregnancy 


Gail  V.  Anderson,  M.D. 


All  drugs  should  be  considered  potentially  dangerous  in  pregnancy,  espe- 
cially during  the  first  trimester.  Medications  should  be  prescribed  for  a 
specific  need,  and  then  only  when  the  physicians  know  their  pharmacology 
and  inherent  dangers. 


INTRODUCTION 

SINCE  the  thalidomide  tragedy  there  has  been 
increasing  concern  regarding  any  and  all 
medications  given  during  pregnancy.  The  in- 
creased attention  and  study  is  probably  justified 
since  more  than  90%  of  pregnant  women  receive 
at  least  one  medication  during  pregnancy  and 
one  patient  in  twenty  receives  10  or  more  dif- 
ferent drugs  during  pregnancy.1  This  is  par- 
ticularly significant  since  it  can  be  assumed 
that  all  drugs  will  pass  through  the  placenta.15 
Also,  drug  metabolism  may  be  a greater  prob- 
lem for  the  newborn  because  of  competition  of 
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drugs  for  the  enzyme  systems  of  the  fetus.4 

In  addition  to  the  fetal  effects  of  drugs  dur- 
ing pregnancy,  recent  reports3' 7' 18  indicate  that 
certain  drugs  assumed  to  be  safe  may  be  hazard- 
ous to  the  pregnant  patient  as  well.  Since  her 
health  is  quite  important  to  the  embryo  and 
fetus,  she  should  not  be  forgotten  during  this 
current  wave  of  enthusiasm  for  fetal  research 
and  investigation.  Perhaps  unwittingly  she  has 
been  forgotten  since  the  availability  of  all  sorts 
of  drugs  may  cause  us  to  substitute  good  pre- 
natal care  for  the  dispensing  of  vitamins,  tran- 
quilizers, etc.  Therefore,  it  seems  appropriate 
to  consider  drugs  used  during  pregnancy  from 
the  fetal  and  maternal  aspects. 

DRUGS  HAZARDOUS  TO  THE  FETUS 

Since  teratogenic  effects  of  drugs  are  being 


November,  1965 


873 


scrutinized  today,  we  might  first  turn  our  at- 
tention to  the  fetal  effect.  At  one  year  of  age, 
5-6%  of  infants  are  recognized  as  having  con- 
genital deformities.  This  means  that  there  are 
opproximately  260,000  malformed  children  born 
in  this  country  each  year.  However,  the  exact 
cause  of  these  malformations  is  not  known,  but 
probably  the  cause  is  both  genetic  and  environ- 
mental. The  folic  acid  antagonists  (aminop- 
terin)  certain  progestins  and  thalidomide  are 
drugs  that  have  definitely  been  associated  with 
congenital  malformations.  Other  anti-metaboli- 
ties,  anti-thyroid  drugs,  corticoids  and  synthetic 
estrogens  are  teratogenic  in  animals  but  have 
not  been  proved  to  be  so  in  humans. 

Any  progestin  containing  testosterone  should 
not  be  used  in  the  pregnant  patient  because  of 
the  associated  masculinization  of  some  female 
fetuses.5  In  fact,  other  progestins  have  also 
been  indicted  in  this  regard.6  However,  ihe 
reason  more  fetuses  are  not  effected  is  not  clear 
and  may  be  related  to  individual  variations  in 
the  metabolism  of  progesterone.  With  the  in- 
creasing usage  of  these  products  for  contracep- 
tion it  becomes  more  probable  that  a patient 
will  take  progestin  during  the  early  weeks  of 
gestation.  Consequently,  it  seems  advisable  to 
avoid  such  compounds  as  17-ethinyltestosterone 
(Norlulin)  and  19-nor-17  ethinly  testosterone 
(Pranone). 

Hemolytic  anemia  with  hyperbilerubinemia 
and  kernicterus  has  occurred  in  newborn  infants 
of  patients  given  synthetic  vitamin  K,  salicylates, 
nitrofurantoin  and  sulfonamides.  The  red  cells 
of  these  infants  are  apparently  deficient  in  glu- 
cose-6-phosphate  dehydrogenase  which  makes 
them  sensitive  to  hemolysis.  The  risk  is  great 
with  the  synthetic  vitamin  K preparations  and 
small  with  the  sulfonamides,  nitroforantoin  and 
salicylates. 

Chemotherapeutic  agents  used  in  the  treat- 
ment of  cancer  such  as  Amethopterin  (metho- 
trexate), chlorambucil,  6-mercaptopurine,  etc., 
are  thought  to  produce  anomalies  but  conclusive 
proof  is  lacking. 

In  recent  years  there  has  been  an  increased 
use  of  oral  hypoglycemic  agents  such  as  Tol- 
butamide and  Chlorpropamide  for  the  manage- 
ment of  diabetic  patients.  Though  there  is  no 
evidence  that  the  fetus  is  harmed  by  these  drugs, 
it  is  advisable  to  manage  the  pregnant  diabetic 
patient  with  insulin,  since  to  date  there  is  no 


proof  of  adverse  fetal  effects  from  its  use. 

The  antithyroid  drugs  Thiouracil,  propylthi- 
ouracil and  potassium  iodide  have  been  asso- 
ciated with  fetal  goiter  and  thyrotoxicosis  and 
pose  considerable  risk  to  the  fetus.8’ 12’ 13  To 
decrease  this  risk,  many  advise  giving  the  preg- 
nant patient  with  hyperthyroid  disease  thyroid 
medication  along  with  the  anti-thyroid  drugs. 
Radioactive  iodine  (I131)  and  methimazole  (Tapa- 
zole)  should  never  be  used  during  pregnancy 
since  there  has  been  a high  incidence  of  creti- 
nism in  infants  born  of  patients  treated  with 
these  preparations. 

Of  antibiotics  used  in  the  treatment  of  infec- 
tions during  pregnancy,  only  the  tetracyclines 
and  streptomycin  have  definitely  been  shown 
to  harm  the  fetus.  Tetracycline  apparently  is 
incorporated  into  the  matrix  of  bone  formation 
of  the  fetus  and  causes  staining  and  enamel  hy- 
poplasia of  deciduous  teeth.  Retardation  of 
fetal  bone  growth  also  occurs  during  treatment. 
The  probability  of  damage  to  deciduous  teeth  is 
is  significant  if  tetracycline  is  used  for  a long 
period  during  the  first  4 months  of  pregnancy. 
The  “grey  syndrome”  which  has  been  reported 
extensively  when  chloramphenical  is  used  in  the 
infant  has  not  been  observed  as  a complication 
of  antepartum  treatment. 

Streptomycin  when  used  as  antituberculous 
therapy  in  pregnancy  has  been  associated  with 
8th  nerve  deafness  in  the  offspring;20  however, 
the  risk  is  not  great.  Most  of  the  damage  has 
been  associated  with  the  use  of  dihydrostrepto- 
mycin and  this  preparation  is  not  available  at 
present. 

The  thiazide  diuretics  used  frequently  in  the 
prenatal  patient  is  thought  to  be  associated  with 
thrombocytopenia  in  the  newborn,  but  thus  far 
this  has  not  been  widely  substantiated.  Certain- 
ly the  physician  should  be  aware  of  this  as  a pos- 
sible cause  of  purpura. 

Antepartum  use  of  Reserpine  in  the  manage- 
ment of  preeclampsia  is  associated  with  edema 
of  the  nasal  mucous  membranes  and  may  be  a 
genuine  threat  to  the  premature  or  the  infant 
with  respiratory  distress.  The  use  of  decongest- 
ant nose  drops  such  as  phenylephrine  hydro- 
chloride 0.25%  may  be  lifesaving. 

Nalorphine  (Nalline)  and  Levallorphen  (Lor- 
fan)  will  relieve  respiratory  depression  in  the 
newborn  if  it  is  caused  by  morphine,  morphine 
derivatives  and  synthetic  narcotics.  However, 
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since  they  are  morphine  derivatives  their  use 
will  intensify  respiratory  depression  if  it  is  not 
induced  by  narcotics.  It  seems  wiser  to  restrict 
the  use  of  narcotics  during  labor  rather  than 
depend  upon  the  narcotic  antagonists  to  correct 
over-narcotization  of  the  infant. 

The  phenothiazines,  ristocetin,  novobiocin  and 
certain  long  acting  sulfa  preparations  have  been 
associated  with  hemorrhagic  manifestations 
when  administered  antepartum,  but  the  Cou- 
madin derivatives  are  the  greatest  threat  to  the 
unborn  infant.14  Cerebral  hemorrhage  and  fetal 
loss  is  high  in  patients  treated  with  this  anti- 
coagulant during  the  antepartum  period.  Hepa- 
rin because  of  its  greater  molecular  weight  prob- 
ably does  not  transverse  the  placenta  and  con- 
sequently does  not  produce  fetal  hemorrhage. 

DRUGS  HAZARDOUS  TO  THE 
PREGNANT  PATIENT 

In  recent  years  the  thiazide  diuretics  have 
been  used  extensively  in  the  treatment  and  in 
the  management  of  excessive  weight  gain  and 
toxemia  of  pregnancy.  These  drugs  appear  safe 
and  very  useful,  however,  there  is  apparent  ef- 
fect on  the  metabolism  of  urea  since  occasionally 
the  blood  urea  nitrogen  and/or  uric  acid  is  ele- 
vated during  therapy.  This,  however,  usually 
returns  to  normal  values  with  cessation  of  ther- 
apy. In  addition,  there  is  an  effect  on  the  me- 
tabolism of  carbohydrates  since  the  number  of 
false  positive  glucose  tolerance  tests  are  in- 
creased if  patients  are  on  this  preparation  dur- 
ing the  test.  We  have  observed  several  cases  of 
rather  marked  hypotension  in  patients  who  had 
received  these  preparations  for  the  management 
of  acute  toxemia. 

Of  the  reactions  to  antibiotics,  the  allergic 
manifestations  of  penicillin  and  the  effect  of 
streptomycin  on  the  8th  nerve  are  well  known. 
Coupled  with  this,  the  early  widely  publicized 
aplastic  anemia  associated  with  chloramphenical 
has  given  the  tetracycline  group  of  drugs  domi- 
nance for  many  years.  However,  recently  there 
is  reason  to  believe  that  tetracycline  may  be  a 
dangerous  drug  to  use  in  the  pregnant  patient. 
Patients  who  have  received  this  drug  for  pyelone- 
phritis in  pregnancy  have  developed  severe  me- 
tabolic acidosis,  azotemia  jaundice  pancreatitis 
and  terminal  shock.18  Autopsy  findings  in  these 
patients  show  a typical  fatty  deposition  in  the 
liver.  The  action  of  tetracycline  in  this  instance 
is  thought  to  be  antianabolic  in  that  it  inhibits 


the  incorporation  of  amino  acid  into  the  protein 
complex.  Ampieillin  and  chloramphenical  are 
effective  and  probably  less  hazardous  for  the 
treatment  of  acute  pyelonephritis  of  pregnancy. 

Resperine,  when  used  antepartum,  has  been 
associated  with  profound  hypotension  requiring 
vasopressors  for  restoration  of  vascular  tone. 
There  may  also  be  a marked  accentuation  of 
blood  pressure  drop  if  hypovolemia  occurs  dur- 
ing vaginal  delivery  or  cesarean  section,  there- 
fore, it  is  not  advisable  to  use  this  drug  in  the 
antepartum  management  of  preeclampsia.  It  is 
probably  a safe  drug  to  use  in  the  post  partum 
patient,  but  there  is  the  occasional  side  effects 
of  drowsiness  and  psychic  abberations. 

The  phenothiazine  preparations  which  include 
the  piperazines,  chlorpromazines  and  the  piperi- 
dines have  been  associated  with  neurological  re- 
action (seizures)  extrapyramidal  reactions  (tre- 
mors and  rigidity)  allergic  effects  and  autonomic 
effects  (hypotension).  When  used  in  the  preg- 
nant patient  the  physician  should  be  alert  to  the 
side  effects,10  though  they  are  not  common. 
The  chlorpromazine  group  should  not  be  used 
during  pregnancy. 

Tranquilizing  drugs  have  the  potential  of  pro- 
ducing lethargy  and  addiction.  A busy  mother 
may  be  incapacitated  by  15  mgm  phenobarbital 
given  three  times  daily  since  this  dosage  causes 
daytime  drowsiness  in  many  patients.  And  cer- 
tainly the  patient  has  not  been  helped  if  she 
finds  that  she  is  dependent  on  a drug  long  after 
the  pregnancy  has  terminated. 

Since  blood  or  blood  products  are  frequently 
used  in  the  pregnant  patient,  these  should  be 
considered  as  hazardous  drugs.  Certainly  the 
availability  of  whole  blood,  plasma  and  fibri- 
nogen have  made  it  possible  to  save  the  lives  of 
many  patients  who  have  hemorrhage  associated 
with  obstetrical  complications.  However,  it 
seems  appropriate  to  remind  ourselves  that  in- 
discriminate use  of  whole  blood  or  its  products 
have  caused  the  death  of  some  patients.  The 
incidence  of  serum  hepatitis  from  whole  blood 
is  approximately  1%.  If  one  in  10  patients  with 
serum  hepatitis  dies,  this  means  that  1/1000  pa- 
tients who  are  transfused  will  die  of  serum  hepa- 
titis. The  risk  of  serum  hepatitis  from  non-stored 
pooled  plasma  is  so  high  that  it  is  not  presently 
used.  Apparently  the  risk  of  serum  hepatitis  from 
receiving  stored  plasma  is  also  significant,  and 
the  risk  of  the  disease  from  receiving  fibrinogea 
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is  at  least  1 in  20.  It  seems  wise  to  use  these  only 
when  necessary,  but  blood,  plasma  or  fibrinogen 
should  not  be  withheld  if  there  is  a genuine 
need. 

CONCLUSION 

Drugs  properly  used  are  one  of  the  major 
assets  for  the  prevention  of  disease  and  the 
preservation  of  life  and  maintenance  of  health. 

It  is  the  physician’s  responsibility  to  balance 
the  relative  risk  of  any  drug  against  the  potential 
hazard  so  as  to  provide  the  best  chance  for  a 
healthy  mother  and  a completely  normal  infant. 

Consequently  every  physician  should  have  at 
least  basic  knowledge  of  any  drug  or  prepara- 
tion used  to  treat  the  pregnant  patient.  He 
should  know  the  type  or  class  of  compound  he  is 
prescribing,  its  pharmacologic  and  physiologic 
action,  the  range  of  safety  as  far  as  dosage  is 
concerned,  the  maternal  and  fetal  route  of  de- 
toxification and  whether  or  not  the  drug  has 
been  associated  with  maternal  or  fetal  damage. 
In  addition  it  behooves  every  physician  to  dis- 
courage patients  from  taking  any  medication 
during  the  first  three  months  of  pregnancy.  In 
fact  it  is  unwise  for  any  woman  in  the  produc- 
tive age  to  take  a new  medication  since  injury 
to  the  baby  may  occur  before  she  is  aware  that 
she  is  pregnant. 

Finally,  medications  given  to  the  pregnant 
patient  should  be  given  for  a specific  need  and 


should  not  continue  for  an  indefinite  period.  The 
patient  should  be  questioned  as  to  whether  or 
not  the  medication  is  producing  the  expected 
result  with  no  unusual  or  side  effects. 
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As  of  April,  1965,  the  Food  and  Drug  Administration,  Bureau  of  Medicine 
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ians, 61  chemists  and  food  and  drug  officers,  12  other  professionals,  and  155 
clerks  and  caretakers.  The  bureau  hopes  to  add  268  employees  this  fiscal  year. 


876 


Arizona  Medicine 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  'Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

Wallace  Laboratories,  Cranbury,  N.J. 


Intragastric  photography  studies1 


A/  E.  B.,  male,  age  48.  Normal  antral  contraction.  Pyloric  opening  is 
not  seen.  It  is  difficult  to  differentiate  a deep  prepyloric  contraction  from 
a “pyloric  fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bromide  intravenously; 
antral  contractions  ceased.  The  pyloric  orifice  remained  open  and  was 
easily  identified.  Better  visualization  of  the  antrum  was  also  obtained. 
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Now  you  can  see 
Pro-Banthine  at  work 


propantheline  bromide) 


Pro-Banthine  is  so  effective  in  an- 
ticholinergic action  that  it  may  be 
employed  in  visualizing  the  entire 
pyloric  region. 

In  addition  to  the  intragastric 
photographs,  cinegastroscopic 
studies2have  demonstrated  graph- 
ically not  only  its  effectiveness  but 
the  superiority  of  Pro-Banthine 
over  belladonna  alkaloids. 
Pro-Banthine  produced  complete 
cessation  of  gastric,  antral  and 
pyloric  motor  activity  with  a dose 
of  6 mg.  intravenously.  This  is  ap- 
proximately one-third  the  usual 
oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages 
did  not  produce  such  cessation.  It 
required  double  the  usual  oral 
dose  of  atropine,  0.8  mg.  intrave- 
nously, to  duplicate  the  aperistal- 
tic  action  of  Pro-Banthine.  This 
dose  of  atropine  produced  pro- 
nounced discomfort  and  tachy- 
cardia with  ventricular  rates 
as  high  as  150  per  minute. 

It  is  this  pharmacologic  superior- 


ity of  Pro-Banthine  which  has 
made  it  the  most  widely  pre- 
scribed anticholinergic  in  such 
conditions  as  peptic  ulcer,  func- 
tional hypermotility,  irritable 
colon,  pylorospasm  and  biliary 
dyskinesia. 

Dosage— The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15  mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily. 

Side  Effects  and  Contraindications  — 
Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  The  drug  is  contra- 
indicated in  patients  with  glaucoma 
or  severe  cardiac  disease. 

Pro-Banthine  (brand  of  propantheline 
bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett, 
R. : Investigators’  Clinical  Report.  Pho- 
tographs courtesy  of  Drs.  H.  Barowsky,  L. 
Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo, 
D. : Paper  read  at  Meeting  of  American 
Society  for  Gastrointestinal  Endoscopy, 
Montreal,  Canada,  May  25-27,  1965. 
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Curriculum  Design 


FUNCTIONAL  AND  ARCHITECTURAL 
CONSIDERATIONS 

In  order  to  develop  the  principles  on  which 
our  medical  school  curriculum  will  be  founded 
a survey  was  made  to  the  views  of  medical  edu- 
cators and  practicing  physicians.  The  current 
thinking  of  medical  educators  is  very  much  in 
evidence  through  the  activities  which  are  tak- 
ing place  among  curriculum  committees  in 
established  schools.  The  attitudes  of  physicians 
in  practice  was  ascertained  by  personal  visits 
to  all  of  the  county  medical  societies  of  the 
state  as  well  as  with  many  individual  members 
of  the  Arizona  Medical  Association.  There  was 
a striking  unanimity  of  opinion  among  those 
surveyed  that  the  traditional  undergraduate 
medical  curriculum  had  many  soft  spots.  Spe- 
cifically, almost  all  of  the  complaints  centered 
on  the  rigid,  sequential  exposure  to  individual 
academic  disciplines  without  regard  to  the  indi- 
vidual needs  and  requirements  of  students  or  to 
the  purpose  of  the  curriculum  as  a whole.  A 
most  frequently  mentioned  criticism  is  that  there 
seems  to  be  an  absence  of  relationship  between 
the  individual  disciplines  involved,  and  that  each 
individual  discipline  lacked  perspective  to  the 
common  goal  of  the  curriculum. 

It  is  not  difficult  to  understand  why  this  ob- 
servation is  being  made.  Educational  tradition 
has  evolved  in  a way  which  makes  it  possible 
for  the  graduate  of  an  American  medical  school 
to  seek  licensure  and  begin  the  practice  of  medi- 
cine after  a single  year  of  internship  following 
graduation.  In  effect,  this  has  required  the 
medical  school  to  educate  and  train  an  essen- 
tially complete  physician  within  four  years.  Dur- 
ing the  nineteenth  century  this  was  accom- 
plished by  the  tutorial,  or  preceptor,  system  in- 
volving one  physician  and  one  student.  Under 
this  system,  all  of  the  material  which  was  taught 
had  pointed  application  to  the  practice  of  clini- 
cal medicine.  Following  the  Flexner  report,  with 
its  emphasis  on  the  undergirding  of  clinical  med- 
icine through  development  of  strong  basic  sci- 
ences, the  basic  science  disciplines  rapidly  grew 
out  of  their  role  as  handmaidens  to  the  clinical 
sciences  (most  of  the  men  teaching  basic  science 
prior  to  that  time  were  physicians)  to  become 
strong,  individualized  disciplines  of  tremendous 


stature  and  scope.  It  was  inevitable  that  the  sci- 
entists involved  rapidly  oriented  themselves  to 
their  own  graduate  programs  rather  than  to  the 
clinical  sciences.  There  is  an  exact  parallel  in 
the  clinical  sciences  also.  In  the  past,  the  broad 
field  of  clinical  medicine  often  lay  within  the 
grasp  of  a single  physician.  Thus,  such  a physi- 
cian was  able  to  encompass  an  entire  curriculum 
for  his  student.  Subsequently,  as  knowledge  ad- 
vanced and  specialties  were  born  it  was  no  long- 
er possible  for  a single  physician  to  cover  the 
clinical  sciences.  From  this,  the  teaching  “team”’ 
evolved.  As  the  clinical  divisions  grew  in 
strength  they  too,  like  the  basic  sciences,  in- 
creased their  own  scope  and  effort  in  their  own 
fields,  developed  gradute  programs  and  slowly 
withdrew  from  their  earlier,  undergraduate 
orientation.  The  medical  student  who  is  ex- 
posed to  a curriculum  which  has  been  fashioned 
out  of  compromise  between  these  individualistic, 
basic  and  clinical  disciplines,  will  naturally  be 
conscious  of  the  growing  lack  of  correlation  be- 
tween them.  Stated  differently,  there  is  an  in- 
creasing gap  between  the  capacities  of  the  fac- 
ulty and  the  objectives  of  the  curriculum  they 
administer. 

The  progress  which  has  been  made  by  these 
basic  and  clinical  sciences  is,  however,  com- 
pletely defensible  since  it  is  this  very  progress 
which  underlies  the  spectacular  advances  which 
medicine  has  made.  Therefore,  in  setting  up  the 
curriculum  for  a new  medical  school  it  would 
seem  imperative  that  we  protect  and  preserve 
the  strengths  which  we  know  our  educational 
system  harbors  even  while  we  attempt  to  elimi- 
nate its  deficiencies. 

This  is  one  of  the  objectives  which  we  have 
felt  deserves  our  best  efforts  in  designing  the 
curriculum  for  Arizona’s  College  of  Medicine. 
We  have  left  no  possible  avenue  of  approach 
unexplored  in  an  effort  to  resolve  the  paradox 
which  we  feel  is  presented  by  the  situation  in 
which  the  assets  and  strengths  of  the  existing 
educational  programs  have  exaggerated  then- 
weaknesses.  Our  approach  to  the  problem  will 
be  described  next  month. 
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ArMA  members: 


YOUR  CHILDREN'S  I 

DEADLINE  NEARS!  I 

• 

Do  you  have  a budding  artist  in  your  fam-  £ 

ily?  If  so,  he  or  she  has  an  opportunity  to  £ 

show  their  talent  by  designing  the  cover  for  £ 

the  official  program  of  the  Diamond  Jubi-  £ 

lee  Meeting  of  The  Arizona  Medical  Asso-  £ 

ciation.  The  Grand  Prize  for  the  design 
chosen  will  be  a $100.00  Savings  Bond. 

Other  prizes  will  be  awarded.  This  contest 
will  only  be  open  to  the  children  of  ArMA 
members.  Entry  forms  have  been  mailed  to 
you.  If  you  wish  additional  information  or 
extra  forms,  please  give  us  a call  at  the 
Central  Office  — 946-3428  or  write  to  us 
at  Box  128,  Scottsdale,  Arizona  85252.  • 

: 

The  Deadline  is:  i 

December  15,  1965  I 
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MEDICAL  COMMUNICATION 


As  more  and  more  medical  journals,  papers, 
and  programs  appear,  the  subject  of  accurate 
medical  communication  in  writing  and  speaking 
becomes  of  more  than  academic  interest.  As  we 
enter  the  era  of  computerized  patient  profiles 
and  electronic  laboratory  testing,  we  can  no 
longer  tolerate  confused,  non  specific,  poorly 
organized,  and  incompletely  documented  medi- 
cal communication. 

At  a recent  meeting  of  the  American  Medi- 
cal Writers’  Association  the  Dean  of  one  of  our 
more  prominent  medical  schools  stated  that  a 
review  of  one  hundred  consecutive  applications 
to  his  school  revealed  that  every  one  contained 
errors  in  punctuation,  spelling,  or  grammar. 

Accurate  precise  communication  is  necessary 


to  teach  and  to  learn,  particularly  if  curricula 
are  to  be  shortened.  The  necessity  for  clarity  in 
medical  literature  is  obvious,  but  consider  also 
its  importance  as  the  physician  explains  disease 
processes  and  proposed  therapy  to  the  sophisti- 
cated patient  of  today.  How  many  medico-legal 
problems  are  a result  of  misunderstandings? 

At  this  same  meeting  it  was  stated  that  no 
department  or  organized  course  in  medical  writ- 
ing exists  in  any  of  today’s  medical  schools.  This 
is  to  urge  that  the  subject  of  medical  communica- 
tion be  given  consideration  by  the  curriculum 
committee  at  the  new  University  of  Arizona 
College  of  Medicine. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
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symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths;  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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PERITONEAL  DIALYSIS 


all  the  components  and  solution  you  need  to  begin 
the  peritoneal  dialysis  procedure  and  sustain  it  up  to 
twelve  hours,  ample  time  for  Baxter  to  deliver  addi- 
tional solution  regardless  of  your  hospital’s  location. 


Now  for  the  first  time  you  don’t  have  to  order 
the  components  separately ...  you  don't  have  to 
waste  time  collecting  them  to  set  up  the  dialysis 
procedure  . . . and  the  P:D  PAK  costs  less  than  the 
total  price  of  the  components  purchased  separately. 

Now  for  the  first  time,  you  get  the  conven- 
ience of  the  exclusive  2-liter  package  for  the 
Dialysis  Solution,  which  is  now  formulated  with 
acetate  instead  of  lactate.  Ask  your  Baxter  repre- 
sentative for  complete  information. 
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8 — 2-liter  bottles  of  Dialysis 
Solution  with  1.5%  Dextrose 
1 — TROCATH®  dialysis  catheter, 
stylet  and  connecting  tube 

1 — spare  catheter  and  connecting 

tube 

2 — administration  sets 

1 — disposable  5cc  syringe  with 
22  ga  x IV2"  needle  attached 
1 — 30ml  vial  2%  procaine 
hydrochloride 

and  directions  for  use. 


The  Trocath  Catheter  and  Stylet  are 
also  available  separately. 
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100  mg.  300  mg. 

because  pain  is  frequently  aggravated  and  perpetuated  by  both 
mxiety  and  muscular  tension,  the  combination  of  aspirin 
vith  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
brand  of  chlormezanone) ) is  exceptionally  effective. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 

In  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 


'RANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and  tension, 
elieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
>y  subduing  emotional  responses  to  pain. 


In  tension  headache 

premenstrual  tension  and  dysmenorrhea 


iide  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
Irug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

)osage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 
:hildren  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 
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Physician  Relations 

DEPARTMENT 

Don  Yost  and  Fred  Miller,  under  the  able 
direction  of  Carl  Behle,  Professional  Rela- 
tions Director  of  the  Plan,  are  carefully  and 
specially  trained  in  working  with  doctors 
and  their  staffs.  This  experience  allows  them 


to  work  in  the  various  medically  related 
areas  pertaining  to  Blue  Shield. 


Mr.  Yost  works  out  of  the  Phoenix  office, 
Mr.  Miller  out  of  the  Tucson  office.  Both  are 
available  if  you  find  yourself  confronted 
with  any  sort  of  a problem. 


I'm  in  It  “loo! 

'The  Girl  Monday-Thru-Friday  in  this  department 
is  Norma  Taylor,  who  has  worked  closely  and 
well  with  the  girls  in  your  office  over  the  years 
and  knows  how  to  answer  their  questions. 
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1 blue  Shield 
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who  eare  for  people 
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Fibre-free 

HYPOALLERGENIC 

formula 

(j)  Provides  balanced  nutritional  values. 

@An  excellent  formula  for  regular 
infant  feeding. 

@An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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L.OMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon, Ohio  • Oshawa,  Ontario-Canada 
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A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  succes 
pleasant-tasting  cremomycin  can  answ‘ 
the  call  for  help.  It  can  be  counted  on  i 
consolidate  fluid  stools,  soothe  intestir 
inflammation,  inhibit  enteric  pathoger. 
and  detoxify  putrefactive  materials  — us] 
ally  within  a few  hours. 

cremomycin  combines  the  bacteriostalj 
agents,  succinylsu Ifath iazole  and  neorrj 
cin,  with  the  adsorbent  and  protective  d 
mulcents,  kaolin  and  pectin,  for  compr 
hensive  control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaol : 
Withhold  if  diverticulosis  is  present  or  suspectJ 
Precautions:  Sulfonamide:  Continued  use  requirl 
supplementary  administration  of  thiamine  and  vij 


your  for 
Cremomycin 
can  provide  relief 


i K.  Neomycin:  Patient  should  be  observed  for 
n infections  due  to  bacteria  or  fungi.  Side  Effects: 
Ifonamide:  Sensitivity  reactions  may  occur  (e.g., 
n rashes,  anemia,  polyneuritis,  fever;  agranulo- 
:osis  with  a fatal  outcome  has  been  reported), 
duction  of  thiamine  output  in  the  feces  and  of 
3imin  K synthesis  has  been  observed.  Neomycin: 
usea,  loose  stools  possible. 
fore  prescribing  or  administering,  read  product 
cular  with  package  or  available  on  request. 


romptly  relieves  diarrheal  distress 

Cremomycin 

NTIDIARRHEAL 

'imposition:  Each  30  cc.  contains  neomycin  sulfate 
)0  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
icci ny Isu Ifathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
pn.,  pectin  0.27  Gm. 

$MERCK  SHARP  &D0HME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 

here  today’s  theory  is  tomorrow’s  therapy 
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Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
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“The  Only  Known  Substitute  for  Earning  Power’’ 
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SECURITY 
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up  to  $100,000  Accidental  Death  & Dismemberment  Plan 


Also  available  for  members  and  wives. 


Underwritten  by 

National  Casualty  Company 

of  Detroit,  Michigan 
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EDITORIALS 


William  B.  McGrath,  M.D. 

THERE  is  something  to  be  said  for  primitive 
languages.  They  were  made  up  mostly  of 
verbs.  The  aboriginal,  reporting  the  flight  of 
game,  says  only,  “running.”  The  verbs  did  serve 
to  remind  us  of  the  trajectory  and  transaction 
of  existence. 

In  our  vaunted  ability  to  abstract  we  are 
sometimes  simply  substituting  a noun  for  a verb: 
“existence”  instead  of  “to  exist,”  for  example.  Or 
consider  carefully  such  words  as  “thrift”  or 

u ?? 

mercy. 

Such  nouns  are  like  stamps,  pasted  on  an 
envelope.  They  are  handy  for  forwarding  infor- 
mation. Without  them  we’d  be  limited,  as  are 
animals,  to  observing  a bracketed  immediacy 
of  time  and  place. 

But  when  a noun  replaces  a verb  there  is  a 
disadvantage,  and  it  is  not  just  epistemological. 

The  disadvantage,  reification,  is  the  fallacy  of 
regarding  as  a kind  of  inert  object  what  really 
should  be  a movement  or  action. 

Troubled  people  put  the  stamps  (nouns)  in- 
side the  envelope  of  self-evaluation.  They  assign 
an  intrinsic  value  to  “things”  like  purity  and  gra- 
titude or  hostility  or  lust.  They  take  credit  for 
possessing  nominal  virtues.  Or  they  punish  them- 
selves for  having  vices,  as  if  the  seven  deadly 
sins  occupied  beds  in  their  menage.  (They  are 
over  in  the  ceramic  department  of  occupational 
therapy,  making  good  resolutions.) 

We  think  and  feel  — commune  with  ourselves 
— in  nouns.  (Commune  is  intrasitive.)  We  speak 
and  act  — communicate  with  others  — in  verbs. 
(Communicate  is  transitive.)  The  importance  of 
the  distinction  is  appallingly  underestimated. 


Love  Is  A Verb 


Thankfulness,  the  noun,  has  an  order  of  being 
tragically  inferior  to  a spoken  or  written  thank 
you.  A person’s  “undying”  gratitude  is  a worthless 
illusion;  gratitude  has  not  even  been  born  until 
it  has  been  actually  conveyed  in  word  or  deed. 

An  obvious  example  of  misuse  of  nouns  is 
provided  by  the  term,  “will.”  From  its  meaning 
— to  intend  — it  becomes  a thing,  a faculty  of 
the  mind,  an  imaginary  muscle  which  is  attached 
to  nothing.  Can  “will  power”  be  developed  or 
strengthened?  By  habitually  doing  whatever  one 
has  promised  to  do,  one  does  “strengthen  the 
will.”  But  the  will  is  now  seen  to  be  not  a 
faculty  but  a habit.  Any  habit,  such  as  the  habit 
of  doing  what  one  intends  (wills)  to  do,  is  simply 
reinforced  by  repitition. 

The  person  who  conceived  “will”  as  a faculty 
will  perhaps  also  fail  to  appreciate  the  infinite 
difference  between  willing  and  wishing.  Scrupu- 
lous and  otherwise  phobic  and  obsessive  indi- 
viduals endlessly  persecute  themselves  for  hav- 
ing wishes  which  they  are  absolutely  unwilling 
to  carry  out.  Incidentally,  and  aside  from  the 
basic  difference  between  (lat.)  voleitas  and  vol- 
untas, one  may  have  quite  contradictory  wishes 
(ambivalence).  But  in  a given  set  of  circum- 
stances there  can  be  only  one  intent.  * 

Another  confusing  noun,  which  started  as  a 
verb,  is  “cause.”  It  automatically  takes  the  dem- 
onstrative “the”  and  hence  becomes  static  and 
singular.  So  we  are  asked:  “Doctor,  what  is  the 
cause  of  the  functional  disability?”  It  is  an  error 
to  think  that  there  is  something  called  a cause 
and  that  there  is  something  called  an  effect. 
Cause  and  effect  are  not  in  the  events  but  in 

And,  of  course,  only  the  intent  has  ethical  relevance. 
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their  relationship  — and  this  relationship  is  our 
own  abstraction! 

How  often  we  hear:  “Doctor,  I have  to  know 
whether  what  I feel  for  my  husband  is  real 
love.”  The  psychologist  would  note  the  infantile 
imperative,  “have  to.”  The  either-or  would  stick 
cross-wise  in  the  ear  of  the  semanticist.  But  this 
is  the  patient  who  will  next  volunteer:  “I  don’t 
think  I have  ever  known  the  meaning  of  love.” 

Love  to  her  is  not  what  she  does  or  is  willing 
to  do.  Love  to  her  is  a noun,  a packaged  thing, 
a feeling  she  either  does  or  does  not  possess.  She 
will  probably  be  classified  as  having  an  emo- 
tional disturbance. 

But  when  we  say  of  such  a person  that  she 
has  an  emotional  disorder,  are  we  not  compound- 
ing the  confusion? 

A feeling  or  emotion  is  again  not  a faculty  or 
resident  of  the  mind,  a thing-in-itself.  Something 
called  an  emotion  does  not  produce  a physiologi- 
cal response.  The  physiological  response  is  the 
emotion.  The  emotion  is  the  physiological  re- 
sponse — converted  linguistically  into  a noun. 
( Beauty,  e.g.,  is  not  an  attribute  of  the  object  or 
something  in  the  eye  of  the  beholder.  It  is  in 
the  exchange:  the  aesthetic  quality  of  the  pic- 
ture and  the  “happening”  appreciation  of  the 


observer). 

Even  to  be  sane,  in  the  last  analysis,  is  a kind 
of  a verb.  Sanity  is  not  structural  but  functional. 
It  is  not  something  one  has  or  is.  It  is  a measure 
of  what  one  does.  A person  may  be  haunted 
by  terrible  fears  and  resentments  ( nouns ) — but 
he  is  sane  whenever  ( and  because! ) he  does  his 
work  and  treats  with  consideration  the  people 
who  come  in  contact  with  him. 

The  very  foundation  of  reasoning  is  grammar; 
i.e.,  the  correct  use  of  language.  Why  is  this  im- 
portant to  the  physician?  The  body  reacts  as  a 
unit  to  nothing  but  the  coded  messages  of  the 
mind.  The  code,  at  our  stage  of  evolution,  is  al- 
most exclusively  language.  People  with  pebble- 
sized problems  will  roil  the  pool  of  serenity  with 
huge  boulders  of  misstatement.  (“No-one  ever 
tries  to  understand  or  help  me!”)  To  every  dis- 
honest or  irrational  statement  (worded  inter- 
nally or  aloud)  there  will  be  a correspondingly 
exaggerated  or  inappropriate  physiological  rever- 
beration. 

Parents  and  teachers  can  teach  the  correct  use 
of  language.  Both  must  realize  — and  be  en- 
couraged to  emphasize  — that  absolute  honesty 
in  the  use  of  language  is  of  first  and  greatest 
importance  in  all  aspects  of  mental  health. 


Packaging,  Distribution  and  Quality 
Preview  of  the  Future 

Richard  L.  Durbin 
Mrs.  Lee  Taylor,  R.N.,  R.R.L. 


Distribution  of  medical  care  is  being  attacked 
from  many  sides.  The  conclusion  is  widely  held 
that  the  fee-for-service  basis  has  proved  inade- 
quate and  that  the  mushrooming  population  will 
make  the  present  system  hopelessly  antiquated. 
Clinics,  medical  centers,  and  some  private  groups 
have  experimented  with  different  systems  of  dis- 
tribution. Now  the  federal  government  is  step- 
ping in  and  will  no  doubt  revolutionize  the  dis- 
tribution of  health  care  with  its  system  of  medi- 
cal complexes.  Although  the  area  of  involve- 
ment is  confined  to  the  three  major  killers  — 
heart  disease,  cancer,  and  stroke  — it  is  a stated 
fact  that  other  major  diseases  can  be  added  as 

Mr.  Durbin  is  Administrator  of  Tucson  Medical  Center  and  Mrs. 
Taylor  is  Assistant  Administrator-Quality  Control  at  the  same 
Hospital. 


the  need  becomes  apparent.  If  it  is  at  all  suc- 
cessful it  is  not  hard  to  imagine  a total  health 
care  plan  swinging  into  action.  This  will  stimu- 
late many  private  groups  to  come  up  with  new 
and  daring  schemes  not  unlike  the  system  of 
super  markets  which  revolutionized  the  grocery 
business,  or  super  service  stations  which  are  now 
beginning  to  appear. 

The  problem  of  Quality  as  it  pertains  to  the 
training  of  physicians  has  been  tackled  by  a 
group  of  men  eminently  qualified  to  do  so.  The 
Association  of  American  Medical  Colleges  and 
the  Coggeshall  Report1  have  taken  a long,  hard 
look  at  medical  colleges  and  their  responsibility 

1.  “Planning  for  Medical  Progress  Through  Education”— 
AAMC,  1965. 
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to  the  entire  profession  and  some  sweeping 
changes  are  certain  to  upgrade  the  quality  of 
the  medical  practitioner  in  both  his  initial  and 
continuing  education. 

The  only  area  that  continues  status  quo  is 
the  quality  of  day-to-day  patient  care  as  prac- 
ticed by  the  hospitals  across  the  nation.  Medical 
schools  are  quick  to  deny  any  responsibility  for 
this.  Their  first  and  only  duty  is  to  teach.  Nor 
can  the  government  assume  responsibility  for  this 
phase;  the  cost  and  the  paperwork  involved  in 
their  system  of  complexes  threatens  to  be  over- 
whelming. It  is  left  to  the  individual  hospital  or 
its  affiliated  group  to  pioneer  in  this  area.  Since 
it  is  this  group  which  suffers  in  loss  money  or 
prestige  for  negligence  in  patient  care,  this  is 
precisely  where  such  a project  should  begin. 

“The  problem  of  quality  control  within  the 
hospital  is  a matter  of  real  concern  and  interest 
to  hospital  administration  in  that  measures  of  it 
are  not  readily  identified,  nor  are  those  quanti- 
fiable measures  which  seem  to  be  relevant  uni- 
versally accepted.”2  This  sums  up  the  situation. 

At  the  Tucson  Medical  Center  an  attempt  is 
being  made  to  attach  some  measurable  quanti- 
ties to  quality.  A beginning  has  been  made  by 
appointing  an  assistant  administrator  in  charge 
of  quality  control.  A former  record  librarian,  she 
is  already  familiar  with  the  technique  of  keep- 
ing records  and  with  all  the  departments  and 
personnel  she  must  be  in  contact  with.  Her 
initial  duties  will  be  to  develop  a program  to 
collect  information  as  determined  by  professional 
committees  of  the  medical  staff,  nursing  staff, 
and  para-medical  groups.  The  aim  of  all  this  will 
be  to  set  up  standards  by  the  committees.  For 
instance,  what  percentage  of  infections  would 
be  normal  for  a month’s  operation?  When  this 
number  is  exceeded,  when  does  it  become  dan- 
gerous? 

Ideally,  there  would  be  no  infections,  but 
since  they  do  occur,  what  is  a tolerable  number? 

(1)  One  of  the  more  difficult  to  evaluate 
will  be  tire  personnel,  but  it  is  also  basic.  It  is 
properly  evaluated  by  education,  experience, 
and  motivation.  Motivation  is  probably  the  hard- 
est to  define,  but  some  indicators  are  absentee- 
ism, turnover,  extra  hours  worked,  advanced  de- 
grees sought,  papers  written  and  published, 
honors  and  awards,  and  in  just  how  people  have 
gone  that  one  step  beyond  in  doing  something 

2.  Johnson  and  Vivaldo:  “A  Method  for  the  Qualitative  Analy- 
sis of  Hospital  Performance,”  University  of  Chicago  Press,  1960. 


to  improve  themselves  and  their  work.  In  a 
service  organization,  such  as  a hospital,  the  in- 
definable, and  almost  immeasurable,  human  fac- 
tor is  very  important.  The  goal  is  to  constantly 
upgrade  the  level  of  employees  within  the  hos- 
pital. Every  employee  with  a minimum  of  a two- 
year  college  education  is  the  first  step.  This  is 
one  way  to  attempt  to  control  cost,  by  reduc- 
tion of  on-the-job  training  and  turnover;  net  ef- 
fect higher  salaries  and  less  people  employed. 
But  to  do  this  the  hospital  must  use  every 
available  resource  within  and  beyond  its  doors. 

One  resource  is  use  of  he  Junior  College 
which  is  admirably  suited  to  the  training  of  one 
level  of  employees.  These  are  associate  degree 
nurses,  record  technicians,  physical  therapy  tech- 
nicians, dietary  aides,  pharmacy  technicians, 
maintenance  men,  plumbers,  electricians  — the 
people  who  carry  on  the  technical,  routine  work. 
In  this  area,  Cochise  Junior  College  was  not 
only  accessible  but  also  eager  to  be  considered  a 
health  college.  Although  the  program  affiliated 
with  Tucson  Medical  Center  is  new,  more  of 
the  specialties  will  be  added  as  time  goes  on. 

The  university  must  continue  to  train  the  lead- 
ers, researchers,  and  educators  and  is  responsible 
for  the  department  heads,  medical  record  libra- 
rians, degree  nurses,  degree  physical  therapists, 
hospital  administrators,  physicists,  pharmacists, 
laboratory  technicians,  dietitions.  The  two-year 
college  graduates  must  continually  be  encour- 
aged to  acquire  a university  degree  so  that  there 
is  a constant  bettering  of  each  individual.  The 
hospital  is  fortunate  indeed  which  has  a junior 
college  and  a university  within  its  city. 

(2)  Medication  errors  are  a universal  afflic- 
tion of  hospitals.  It  is  a known  fact  that  at  this 
particular  hospital  more  medication  errors  occur 
at  6 P.M.  than  at  any  other  time  of  the  day. 
Many  things  could  be  contributing  to  this.  The 
3 to  11  people  have  probably  put  in  a full  day’s 
work  at  home  before  coming  to  work;  it  is  the 
supper  hour  and  not  all  the  workers  are  on  the 
floor;  it  is  the  hour  when  many  admissions  are 
coming  in.  There  are  increased  medication  er- 
rors, however,  when  the  census  becomes  very 
low.  There  must  be  a relationship  between  the 
number  of  nursing  hours  per  patient  and  the 
number  of  medication  errors.  What  is  the  most 
effective  way  of  getting  all  the  medication  errors 
reported  so  that  any  harm  can  be  corrected? 
These  and  many  other  questions  will  be  studied 
in  depth  with  the  purpose  of  decreasing  the 
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incidence. 

(3)  The  accidents,  the  falls,  the  lost  and  dam- 
aged dentures  and  eyeglasses  — the  impact  of 
these  things  can  be  accurately  measured  by  the 
amount  of  money  that  is  paid  in  liability  claims. 
Unfortunately,  in  this  suit-happy  day,  this  does 
not  accurately  reflect  whether  the  hospital  was 
always  guilty  of  negligence.  Guilty  or  not,  the 
goal  will,  of  course,  be  to  reduce  the  number. 
Not  only  indices  and  standards  are  important, 
but  also  some  firm  recommendations  on  how 
employees  can  be  made  alert  to  these  catastro- 
phies. 

(4)  Infections  can  likewise  be  measured  to 
some  extent  by  the  number  and  amount  of  liabil- 
ity claims  paid.  But  there  are  more  basic  things 
to  be  discovered  if  quality  of  care  is  to  be  im- 
proved. Was  the  infection  brought  in  from  the 
outside  or  acquired  within  the  hospital?  What 
was  the  exact  organism  involved  and  how  many 
other  cases  involved  the  same  or  a similar  one? 
Is  there  a carrier  somewhere  within  the  hos- 
pital? This  will  call  for  some  determined  de- 
tective work.  Not  only  are  they  a detriment 
to  the  patient’s  well-being,  they  can  also  be  a 
very  real  expense  to  the  hosiptal.  Physicians 
will  admit  that  the  staphylococcus  is  a tricky 
organism  and  although  it  is  as  old  as  time,  there 
are  still  many  things  they  don’t  know  about  it. 
A lay  jury  will  understand  much  more  about 
the  inconvenience  and  cost  to  the  patient  than 
it  would  about  the  difficult  organism  involved, 
and  decide  the  case  accordingly. 

(5)  In  connection  with  the  incidence  of  in- 
fections a study  was  done  by  the  Communicable 
Diseases  Center  of  the  United  States  Public 
Health  Service.  Tucson  Medical  Center  was 
made  conscious  of  the  quality  of  its  environment 
when  it  took  air-count  and  surface  count  sam- 
ples and  measured  the  conductivity  of  the  floors. 
Areas  that  were  unusually  septic  were  given  a 
more  careful,  vigorous  cleaning  treatment  and 
re-examined  at  a later  period.  No  indices  were 
defined  during  this  period,  but  further  study 
and  more  projects  should  give  us  something 
more  definite  to  work  toward. 

(6)  New  equipment  will  be  subjected  to  the 
same  scrutiny.  A special  equipment  committee 
made  up  of  medical  staff  members  decides  on 
specifications.  Tests  and  trial  periods  will  deter- 
mine whether  the  manufacturers  have  met  the 
specifications. 


( 7 ) A building  committee,  composed  of  mem- 
bers of  the  Board  and  members  of  the  medical 
staff,  must  pass  on  the  design  and  function  of 
any  new  building  projects. 

( 8 ) A nursing  audit  committee  has  been  as- 
signed the  task  of  creating  a better  chart  and 
beyond  that,  of  seeing  that  it  is  properly  used. 
This  together  with  a patient  care  plan  will  de- 
fine the  expectations  and  the  documented  ob- 
servations will  tell  how  close  the  objectives  were 
realized.  Even  nurses  themselves  have  been  em- 
barrassed by  the  incomplete  charts  that  must 
stand  as  a permanent  record  of  their  work,  par- 
ticularly in  court. 

(9)  Quality  Control  in  food  preparation  and 
service  can  be  measured  in  many  ways,  but  will 
probably  always  be  susceptible  to  a certain  de- 
gree of  subjective  evaluation. 

Initially,  the  idea  is  to  establish  quality  control 
in  areas  which  are  specifically  the  hospital’s 
responsibility.  The  medical  audit,  tissue  com- 
mittee, and  anything  specifically  under  the  juris- 
diction of  the  medical  staff  will  be  left  in  their 
hands.  The  assistant  administrator  is  available, 
however,  for  collecting  information  as  deter- 
mined and  requested  by  the  medical  staff  for 
their  own  use.  Departments  which  logically  fall 
under  the  direction  of  this  assistant  administra- 
tor are  the  medical  records,  communications, 
and  the  admitting  office. 

Eventually  the  indices  will  be  established  and 
subjected  to  a statistical  quality  control  project 
so  that  real  meaning  can  be  attributed  to  in- 
formation collected.  Financial  control  lends  it- 
self easily  to  certain  guidelines,  such  as  the  size 
of  accounts  receivable,  the  up-to-dateness  of 
accounts  payable,  the  accuracy  of  payroll  and 
inventory.  Correlations  here  would  mean  that  if 
more  girls  were  hired  in  accounts  receivable,  the 
size  of  the  accounts  receivable  should  go  down. 
If  they  do  not  decrease,  obviously  it  was  a waste 
of  money  to  hire  more  workers. 

The  correlations  in  quality  will  work  very 
much  the  same  way.  Will  more  nursing  hours 
really  decrease  the  number  of  medication  errors 
or  of  accidents?  Continually  equating  quality 
with  cost,  the  next  question  may  be:  If  an  addi- 
tional $50,000  cost  per  month  will  reduce  the 
medication  errors  by  one,  is  this  added  ex- 
pense justified?  Or,  will  the  addition  of  tocymany 
nursing  hours  actually  increase  the  number  of 
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medication  errors? 

Boards  of  Directors  have  listened  to  the  ex- 
cuse for  years  that  cost  must  go  up  so  that  qual- 
ity will  improve.  But  does  it  really?  Does  anyone 
know?  These  correlations,  when  they  are  ulti- 
mately defined,  should  tell  us  this.  Then  we  can 
say  definitely,  “If  this  much  cost  is  added,  the 
quality  will  rise  accordingly.”  Or,  “If  this  much 


cost  is  added,  it  will  do  nothing  to  quality. 
Therefore,  we  can  omit  it.” 

This  is  an  experiment,  granted.  It  could  be 
that  in  some  areas,  the  correlations  will  be  very 
successful  and  in  others  entirely  worthless.  Until 
some  attempt  at  quality  control  is  made,  quality 
will  be  no  better  than  the  weather:  Everyone 
talks  about  it,  but  no  one  does  anything  about  it. 


THE  DRUG  WITHOUT  SIDE  EFFECTS 

There  exists  an  unrealistic  public  image  of  drugs  that  there  could  be  remedial 
agents  with  various  and  optimum  therapeutic  effects  without  any  toxicity. 
This  is  clearly  utopian.  The  drug  without  side  effects  still  remains  to  be  dis- 
covered and  it  is  most  unlikely  that  it  will  ever  be  found.  — Cornielle  J.  F.  Hey- 
mans,  M.D.,  in  Georgetown  Medico l Bulletin,  (18:174-175),  February  1965. 
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BRICK  POMEROY  STORTS,  M.D. 

1905  - 1965 

August  4,  1965 

marked  the  close  of  a 
career  that  exempli- 
fied the  highest  pre- 
cepts, ethics  and  tra- 
ditions of  the  Art  of 
Medicine.  Brick  Pom- 
eroy Storts,  Jr.,  M.D. 
was  born  in  Slater, 
Missouri  on  Septem- 
ber 12,  1905  and  died 
in  Tucson,  Arizona 
on  August  4,  1965. 

The  son  of  Brick 
Mary  E.  Gaines, 
Brick,  Jr.  attended  William  Jewell  College,  the 
University  of  Missouri  Medical  School  and  the 
University  of  Louisville  School  of  Medicine.  He 
served  his  internship  and  residency  in  pediatrics, 
1929  to  1931  inclusive,  at  Kansas  City  General 
Hospital,  Childrens’  Mercy  Hospital  in  St.  Louis 
and  the  Louisville  General  Hospital.  Dr.  Storts 
was  one  of  the  first  physicians  certified  by  the 
American  Board  of  Pediatrics.  He  was  also  a 
member  of  the  American  Academy  of  Pediatrics, 
the  Arizona  Pediatric  Society  and  the  Pima 
County  Pediatric  Society.  He  was  author  of  sev- 


F. A.  SHANNON,  M.D. 

1921  - 1965 

The  untimely  death  of  Frederick  A.  Shannon, 
M.D.,  was  a stunning  blow  to  the  small  town  of 
Wickenburg,  Arizona.  Doctor  Shannon  had  been 
one  of  the  three  physicians  in  practice  in  Wick- 
enburg, as  well  as  being  known  throughout  the 
world  as  one  of  the  really  outstanding  and 
leading  men  in  the  field  of  Herpetology.  He  had 
gone  to  the  Eastern  part  of  the  state  to  do  some 
assay  work  on  a mining  claim,  and  was  expect- 
ing to  return  within  three  or  four  days  to  resume 
his  usual  role  in  the  community.  On  the  day  he 
was  to  have  returned,  it  was  learned  that  he 
was  in  the  hospital  due  to  a rattlesnake  bite  he 
had  received  the  day  before.  Within  the  next 
thirty-six  hours,  he  was  dead. 

For  this  man  to  have  died  from  the  bite  of  a 
rattlesnake  was,  indeed,  ironic  as  well  as  tragic, 
for  in  the  past  two  decades,  he  had  handled, 


eral  published  original  articles  dealing  with  vari- 
ous phases  of  his  chosen  specialty. 

He  devoted  much  time  and  compassion  to 
the  indigent  and  semi-indigent  children.  He  was 
a member  of  the  Board  of  Comstock  Childrens’ 
Hospital  and  of  the  Board  of  the  National  Foun- 
dation for  Asthmatic  Children.  He  was  Past  Ari- 
zona State  Chairman  for  the  American  Academy 
of  Pediatrics  and  Past  President  of  the  Arizona 
Pediatric  Society. 

Dr.  Storts  moved  to  Tucson  in  1932  and  for  a 
few  years  was  Pediatrician  for  the  Thomas  Davis 
Clinic.  He  served  as  Lt.  Commander  and  Flight 
Surgeon  in  the  South  Pacific  with  the  U.  S.  Navy 
in  World  War  II. 

Always  ready  with  a smile  and  a chuckle,  he 
was  beloved  by  all  who  knew  him.  He  was  never 
too  busy  to  talk  with  a parent  about  a child  nor 
too  tired  to  make  house  calls,  day  or  night,  when 
he  felt  that  he  could  thereby  help  either  a sick 
child  or  an  anxious  mother.  He  was  a Mason,  a 
member  of  St.  Mark’s  Presbyterian  Church, 
member  of  the  Tucson  Country  Club  and  of  the 
Old  Pueblo  Club.  He  will  be  sorely  missed  by 
his  friends  everywhere.  By  his  death  the  Ari- 
zona Medical  Profession  has  lost  an  outstanding 
member. 

Surviving  Dr.  Storts  are  his  wife,  Gladys  Long 
Storts,  and  a son,  Brick  P.  Storts  III,  a St.  Louis, 
Missouri  attorney.  Harold  W.  Kohl,  Sr.,  M.D. 


examined,  milked,  fed,  classified,  and  written 
about  many  hundreds  and  probably  even  thou- 
sands of  these  snakes.  Probably  his  fondest  times 
during  his  life  were  while  he  was  working  with 
or  hunting  for  these  very  death-producing  crea- 
tures. 

Fred  Shannon  was  a most  unusual  man,  with 
many  talents  and  many  interests.  He  had  the 
ability  to  become  completely  engrossed  in  a sub- 
ject to  the  point  of  eventually  becoming  thor- 
oughly informed  and  extremely  knowledgeable 
on  the  subject.  The  son  of  a professor  of  history, 
he  was  an  avid  student  of  the  written  word,  and 
in  addition  had  the  faculty  of  being  able  to 
retain,  understand  and  incorporate  a huge  per- 
centage of  all  he  read  into  an  amazing  store  of 
knowledge  he  carried  around  in  his  head.  He 
could  speak  with  an  intelligent  background  on 
most  any  subject,  but  he  was  never  overbearing 
and  indeed  gave  the  impression,  rather,  of  being 
a quiet  boy  from  the  country. 


Pomeroy  Storts  and 
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Though  quite  busy  in  his  full  time  practice  of 
medicine  and  surgery,  he  applied  himself  so 
thoroughly  to  his  primary  avocation,  herpetol- 
ogy, that  he  became  recognized  as  one  of  the 
foremost  in  the  field.  His  home  was  his  labora- 
tory, where  he  read,  studied  his  snakes,  lizards, 
scorpions  and  other  specimens,  and  wrote  down 
what  he  learned  for  the  increase  of  knowledge 
for  future  generations.  The  entire  month  of  July, 
and  at  times  half  the  month  of  August,  was 
spent  by  him  each  year  in  the  dense  humid 
jungles  in  the  interior  of  Mexico,  where  he  col- 
lected further  specimens  for  further  study. 

As  a physician,  he  was  able  to  give  the  em- 
pathy and  concentration  to  the  individual  pa- 
tient that  made  the  larger  number  of  them  have 
that  extreme  faith  in  him  and  devotion  to  him 
as  a physician  that  is  so  rare  in  these  days  of  im- 
personal care.  He  had  a large  number  of  pa- 
tients who  were  never  charged  for  his  services 
due  to  their  poor  financial  condition.  This  inter- 
est in  patients  was  brought  out  in  his  interest 
in  the  field  of  psychiatry.  Having  read  and 
studied  all  of  the  major  texts  on  psychiatry,  he 
spent  many  long  hours  in  his  office  and  at  home 
in  the  evenings,  in  psychiatric  sessions  with  pa- 
tients he  felt  needed  this  additional  support 
from  him. 

Some  of  his  other  accomplishments  include  a 
great  degree  of  proficiency  in  the  theory  and  art 
of  electrocardiography  and  its  interpretation, 
reading  and  reporting  all  EKGs  for  the  Wicken- 
burg  Hospital.  He  gave  many  talks  about  the 
state  and  in  the  surrounding  area  about  the  pois- 
onous snakes  and  lizards,  and  the  recommended 
treatment  for  the  bites  of  these  creatures.  He 
had  a small  aircraft  operator’s  license  and  flew 
his  own  small  plane.  Through  this  interest  he 
attended  several  seminars  on  aero-medicine.  His 
favorite  sport  was  boxing,  and  he  seldom  missed 
a professional  bout  in  Phoenix,  serving  on  occa- 
sions there  as  a ringside  physician.  He  even 
coached  and  sparred  with  a Golden  Gloves  as- 
pirant a few  years  ago,  though  somewhat  dis- 
appointed with  the  success  of  his  protege. 

Stories  about,  and  the  memory  of  this  man 
will  remain  in  this  small  town  of  Wickenburg, 
Arizona,  for  many  years  to  come.  His  loss  will 
long  be  felt  by  its  people,  as  a scientist,  physi- 
cian and  friend.  He  was  indeed  a truly  excep- 
tional man. 


BORIS  ZEMSKY,  M.D. 

1907-  1965 

The  untimely  death 
of  Doctor  Boris  Zem- 
sky, at  age  58,  marks 
the  end  of  a courage- 
ous and  eminent  ca- 
reer crowded  with  his 
consuming  interest 
for  community  serv- 
ice, improvement  in 
psychiatric  care  and 
treatment,  and  teach- 
ing. He  was  an  ex- 
cellect  lecturer  and 
spoke  widely  in  Tuc- 
son and  over  the  State 
on  Public  Health  and 
Mental  Health.  These  lectures  were  given  under 
the  auspices  of  the  University  and  of  the  schools. 
PTA’s  and  various  service  clubs  as  well  as  pro- 
fessional groups  benefited  from  the  lectures. 

Doctor  Zemsky  graduated  from  the  University 
of  Cincinnati  and  had  his  post-graduate  training 
in  Los  Angeles  County  Hospital.  He  practiced 
Internal  Medicine  in  Tucson  from  1938  til  1952. 
He  then  took  psychiatric  training  in  California 
from  1952  until  1955.  Never  an  exceptionally 
strong  individual,  physically.  Doctor  Zemsky  re- 
turned to  Tucson  and  worked  even  harder  in  his 
new  specialty.  Among  his  firsts  were,  organiza- 
tion and  direction  of  the  first  health  program 
for  student  nurses  at  St.  Mary’s  Hospital,  or- 
ganization of  the  first  doctors  panel  of  the 
Tucson  Jewish  Family  Service.  Additionally, 
Doctor  Zemsky  was  the  first  Medical  Director 
of  the  Tucson  Child  Guidance  Clinic  and  con- 
tinued so  from  1955  to  1960.  He  was  Psychiatric 
Consultant  to  the  Flowing  Wells  School  District 
and  a pioneer  in  the  field  of  psychiatric  consul- 
tation to  all  the  school  districts  in  the  Tucson 
area.  He  was  Research  Associate  to  the  Depart- 
ment of  Psychology  at  the  University  of  Arizona. 
He  was  co-founder  and  part  owner  of  the  first 
private  psychiatric  hospital  in  Southern  Arizona; 
namely,  Palo  Verde  Hospital  of  which  he  was 
Clinical  Director,  President  of  the  Arizona  Psy- 
chiatric Society,  member  of  the  Arizona  State 
Staff  Development  Committee,  Western  Inter- 
state Commission  for  Higher  Education  and 
member  of  the  Governor’s  Task  Force  Commit- 
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tee  on  State  Hospital  Planning.  Membership  in 
professional  societies  included  the  American 
Board  of  Psychiatry  and  Neurology,  Fellow  of 
the  American  Psychiatric  Association,  Alpha 
Omega  Alpha,  Diplomate  Member  of  the  Pan 
American  Medical  Association  and  a staff  mem- 
ber of  the  five  hospitals  in  the  Tucson  area. 

Doctor  Zemsky’s  courage  and  devotion  to  his 
work  and  to  helping  humanity  was  probably 
best  manifest  by  his  unrestricted  activity  during 
the  last  year  of  his  life  even  knowing  that  he 
had  an  incurable  disease.  Doctor  Zemsky  will  be 
sorely  missed  for  his  leadership  in  the  com- 
munity and  in  the  profession  and  by  his  devoted 
patients  to  whom  he  was  equally  devoted. 

W.  R.  Hewitt,  M.D. 


EDGAR  THORNTON  PFEIL,  JR.,  M.D. 
1919-1965 

Dr.  Pfeil  was  bom 
and  educated  in  Bal- 
timore, Maryland.  He 
received  his  BS  de- 
gree from  the  Univer- 
sity of  Maryland  and 
M.D.  from  the  Uni- 
versity of  Maryland 
School  of  Medicine 
in  1943,  Cum  Laude. 
Internship,  Univer- 
sity Hospital,  1944, 
and  completed  his 
residency  at  the  same 
hospital  in  neurosur- 
gery in  1948,  all  at 
the  University  of  Maryland. 

He  served  in  the  United  States  Army  Medical 
Corps  as  a Commisisoned  Officer  and  attained 
the  rank  of  Major,  1945-52.  During  his  service, 
he  served  as  Chief  of  Neurosurgery  at  the  Let- 
terman  General  Hospital  and  at  the  Brooke 
Army  Medical  Center. 

His  professional  society  memberships  included 
besides  the  County,  State  and  American  Medi- 
cal Association,  the  Harvey  Cushing  Society,  the 
American  College  of  Surgeons,  the  American 
Board  of  Neurological  Surgeons  and  the  Con- 
gress of  Neurological  Surgeons,  Gold  Headed 
Cane  Club,  and  Les  Societe  de  Bums. 

He  had  contributed  to  the  literature  on  neuro- 
surgical subjects,  especially  peripheral  nerve  in- 


juries in  battle  casualties. 

Dr.  Pfeil  came  to  Phoenix  and  established 
practice  in  neurosurgery  in  1953,  he  was  first 
associated  with  Dr.  John  Eisenbeiss,  later  with 
Dr.  George  Hoffman.  He  was  chief  of  neuro- 
surgery at  Memorial  and  the  Maricopa  County 
General  Hospitals  and  had  staff  membership  in 
St.  Joseph’s  Hospital,  Good  Samaritan  Hospital, 
St.  Luke’s  Lincoln,  Mesa  Southside  and  Doctors 
Hospital. 

Although  the  nature  of  his  illness,  leukemia, 
was  known  to  him  for  many  moons,  he  continued 
in  active  practice  as  much  as  his  stamina  would 
allow  and  carried  on  a gallant  series  of  jousts 
with  the  Knight  in  Black  Armour.  Even  though 
unsaddled,  still  undefeated,  he  would  retire  to 
the  remount  area,  for  a rest,  and  then  sally  forth 
again  to  the  deadly  duel.  Thorny  had  the  gal- 
lantry of  a knight,  the  persuasiveness  of  Cer- 
vantes, and  the  ebullience  of  the  music  man. 
Others  remember  him  for  his  sportsmanship, 
some  for  his  clubmanship,  and  perhaps  all  of 
us  for  his  professional  activities,  many  and  var- 
ied. 

If  Harvey  Cushing  and  his  contemporaries 
are  considered  the  founders  of  modern  neuro- 
logical surgery,  in  this  country,  then  Dr.  Pfeil 
and  his  contemporaries  would  perhaps  fall  into 
the  third  generation  thereafter.  It  is  this  group 
of  neurosurgeons,  with  angiography  and  other 
similar  procedures,  who  have  had  increased  ex- 
posure to  roentgen  irradiation.  May  it  not  also 
indicate  that  they  will  therefore  be  subject  to 
an  increased  leukemia  rate?  The  incidence  of 
leukemia  has  already  increased  amongst  those 
who  work  in  the  “radiation  belt”  of  diagnostic 
radiology. 

As  he  rode  forth  each  day  from  the  lists  to 
engage  his  foe,  a similar  previous  duel  was 
recalled,  with  this  same  Black  Knight,  carried 
on  by  one  physician  Hans  Zinsser.  It  would  be 
the  greatest  of  folly  to  imagine  that  these  two 
individuals  looked  upon  life  in  the  same  fashion 
but  to  one  observer  they  seemed,  in  a way,  to 
have  somewhat  the  same  philosophy.  Zinsser  in 
his  biography,  written  during  his  illness  with 
leukemia,  summed  up  his  own  characteristics 
in  this  fashion.  “Me,”  he  said  ungrammatically, 
“I  have  been  like  most  other  people,  both  a hero 
and  a coward;  an  idealist  and  a humbug;  a Gal- 
lahad  and  sensualist.  Virtue  and  the  Devil  have 
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been  constantly  rolling  over  each  other  within 
me.  ’Tras  la  Cruz  esta  el  Diablo’  behind  the 
Cross  is  always  the  Devil  as  Cervantes  said. 
Taking  it  by  and  large,  I had  more  fun  when 
the  Devil  was  on  top”!1 
Zinsser’s  last  sonnet; 

Now  is  death  merciful,  He  calls  me  hence 
Gently,  with  friendly  soothing  of  my  fears 
Of  ugly  age  and  feeble  impotence 
And  cruel  disintegration  of  slow  years. 

Nor  does  he  leap  upon  me  unaware 

Like  some  wild  beast  that  hungers  for  its  prey, 

But  gives  me  kindly  warning  to  prepare: 

Before  I go,  to  kiss  your  tears  away. 

How  sweet  the  summer!  And  the  autumn  shone 
Late  warmth  within  our  hearts  as  in  the  sky. 

Ripening  rich  harvests  that  our  love  had  sown. 

Now  good  that  ’ere  the  winter  comes,  I die! 

Then,  ageless,  in  your  heart  I’ll  come  to  rest 
Serene  and  proud,  as  when  you  loved  me  best.1 

To  his  wife,  Virginia,  son,  Edgar  and  daughter, 
Carolyn  — we  extend  our  sincere  sympathy. 

1.  As  I Remember  Him,  The  Biography  of  R.  S.  by  Hans 
Zinsser,  1941. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 


The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


DID  YOU  KNOW? 

Arizona  Medicine  received  requests  for  106,- 
200  reprints  during  the  past  twelve  months. 
One  order  alone  called  for  58,300  reprints. 
Reprints  can  be  had  on  any  article  appear- 
ing in  Arizona  Medicine.  We  will  be  happy  to 
supply  reprint  rates  to  interested  parties. 


Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091 
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Butazolidin  alka 

Each  capsule  contains: 

Butazolidin,  brand  of 
phenylbutazone  100  mg. 

dried  aluminum, 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 

in  painful 
shoulder 


Geigy 


Therapeutic  Effects 

The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  phenylbutazone.  Pain  and 
tenderness  may  be  relieved  within  24-48 
hours  and  mobility  of  the  affected  arm 
quickly  restored.  Full  recovery  is  frequently 
achieved  within  7-10  days  so  that  therapy  is 
generally  of  short  duration.  Calcific  deposits 
are  not  specifically  affected  by  treatment, 
but  their  presence  does  not  appear  to  retard 
symptomatic  improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent  chem- 
otherapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 

Also  available: 

Butazolidin® 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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“...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘ pure  depression’  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S):  1-12,  1959 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘Deprol’  has  proved  particularly  helpful. 
For  ‘DeproP  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 
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sibly  be  increased  by  meprobamate.  Grand  mal  seizures 
maybe  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  'Deprol'  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fata!  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  co-sjo 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B&  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 

jars  of  30  (one  month’s  supply) 
(three  months’  supply). 
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REPRINTS 


Claude  S.  Beck,  M.D. 


The  Last  Great  Northwest 
of  Surgery 


As  a student  and  as  an  interne  at  the  Johns 
Hopkins  University  I was  impressed  by  the 
greatness  of  this  Institution.  Research  was  a big 
word  and  the  professors  were  intellectuals.  A 
few  memories  relating  to  greatness  are  mention- 
ed. Dr.  Hugh  Young,  the  world  famous  urologist, 
was  doing  an  operation  for  hydrocele  when  sud- 
denly the  patient  died.  I was  passing  instru- 
ments. A hush  came  over  the  operating  room. 
Suddenly  Dr.  Colston,  the  first  assistant,  ran  to 
the  telephone  and  I wondered  how  anyone  could 
make  a telephone  call  at  this  crisis.  Then  I heard 
the  clanking  of  the  Baltimore  Fire  Department 
on  Monument  Street.  Two  firemen  came  in  with 
a pulmotor.  They  placed  the  pulmotor  over  the 
dead  man’s  face.  Time  passed.  He  remained 
dead.  To  me,  no  one,  nowhere,  would  have  had 
the  foresight  to  have  made  that  telephone  call. 
This  could  only  have  happened  at  The  Hopkins 
and  I was  again  impressed  by  her  Greatness. 
The  years  have  passed  by  but  this  is  fresh  in 
my  memory  as  though  it  happened  yesterday. 
You  will  forgive  me  I hope  if  I say  that  I have 
changed  my  mind.  I don’t  believe  we  surgeons 
should  turn  these  emergencies  over  to  the  fire 
company  to  take  care  of.  We  should  take  care 
of  them  ourselves.  Another  manifestation  of 
greatness  was  in  the  attitude  of  the  surgical 
residents.  They  were  as  perfect  as  could  be.  If 
they  operated  for  appendicitis  all  the  require- 
ments for  the  diagnosis  had  been  fulfilled.  If 
the  patient  did  not  have  appendicitis  then  it  was 
the  patient  who  was  wrong.  This  created  the 
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pleasant  glow  of  self  righteousness.  I learned 
something  by  the  following  episode.  Doctor 
Finney  had  Professor  Halsted  see  a patient  at 
the  Union  Protestant  Infirmary.  Surgical  opera- 
tion was  done.  Doctor  Halsted’s  diagnosis  was 
wrong.  Doctor  Finney’s  diagnosis  was  correct. 
The  following  comment  was  made.  “Finney,  on 
what  did  you  base  your  diagnosis?”  Answer, 
“Just  a hunch,  Professor.”  Whereupon  Halsted 
said  “I  would  rather  be  wrong  with  reason  than 
right  without  reason.”  How  could  an  interne 
interpret  this?  Was  it  the  sublime  in  logic  or 
was  it  the  arrogance  of  being  Professor?  The  next 
year  I was  at  the  New  Haven  Hospital.  There, 
nothing  was  perfect.  I never  knew  how  bad 
things  could  really  be.  Everyone  was  criticized. 
I felt  that  I had  made  a mistake  by  going  there. 
Then  suddenly  and  almost  for  the  first  time  I 
began  to  think  for  myself.  In  the  discomfiture  of 
have  to  defend  myself  I had  grown  up.  The  next 
year  at  Harvard  and  the  Brigham,  Doctor  Har- 
vey Cushing  put  me  to  work  in  the  Research 
Laboratory  under  Elliott  Cutler  who  was  cutting 
the  stenosed  mitral  valve.  Doctor  Cushing  stated 
that  The  Heart  was  the  Last  Great  Northwest 
of  Surgery.  Under  his  handiwork,  skill  and  en- 
durance Brain  Surgery  had  occupied  that  posi- 
tion but  now  the  heart  was  going  to  have  oppor- 
tunity. In  my  innocence  I wondered  why  Pro- 
fessor Halsted  at  the  John  Hopkins  never  thought 
of  that.  I began  to  contemplate  the  definition  of 
Greatness.  Doctor  Cushing  helped  me  with  his 
biting  criticisms  such  as  “Finney  is  not  the  man 
for  that  job  at  Hopkins”.  A case  report  does  the 
most  good  to  the  young  surgeon  who  makes  the 
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report  because  he  learns  how  to  us  the  inkpot”. 
At  a formal  dinner  for  Sir  D’Arcy  Power  I ar- 
rived late  because  of  streetcar  difficulty.  He 
greeted  me  at  the  door  and  said  “Beck  it  was  so 
good  of  you  to  come”.  There  was  only  one  per- 
son Doctor  Cushing  spared  with  his  criticisms 
and  that  was  William  Osier  whose  biography  he 
was  writing.  “Beck,  here’s  a letter  from  Welch 
about  Osier.  I just  received  it.”  When  I went  to 
Boston  to  get  the  laboratory  job  he  had  me,  a 
stranger,  stay  for  dinner.  Then  he  walked  me 
down  to  the  streetcar  line  and  as  I got  on  he 
told  me  that  I had  the  job.  Years  later  at  his  fun- 
eral in  Cleveland  Mrs.  Cushing  told  me  that  she 
wept  after  that  interview  because  he  talked  to 
me  as  he  never  talked  to  his  own  son. 

But  I must  get  on  with  my  own  story.  I came 
here  with  Doctor  Elliott  Cutler  who  succeeded 
Doctor  George  Crile  in  1924.  For  the  next  40 
years  here  at  the  Lakeside  Hospital  the  Heart, 
for  me,  was  the  Last  Great  Northwest  of  Sur- 
gery. Another  year  was  spent  in  the  Research 
Laboratory  and  then  the  Residency  in  Surgery. 
Later  on  three-fourths  of  my  time  was  in  Re- 
search. I did  not  know  what  private  practice 
was.  I became  a pampered,  critical  young  man 
like  Cushing  must  have  been  and  it  took  some 
time  for  me  to  become  the  nice  person  that  I 
really  am.  I hear  no  laughs  so  I guess  I got  by 
with  that  one.  I believed  then,  as  I believe  now, 
that  criticism  of  existing  “knowledge”  is  neces- 
sary for  progress.  If  knowledge  is  to  be  discov- 
ered then  criticism  must  be  encouraged  and 
the  critic,  who  is  always  unpopular,  may  need 
to  be  protected.  Otherwise  the  University  may 
get  rid  of  him.  There  was  no  heart  surgery  but 
early  in  my  work  I had  several  beliefs  that  made 
me  stay  with  the  heart.  One  of  these  concerned 
the  nature  of  cardiac  problems.  Most  cardiac 
disabilities  were  mechanical.  That  meant  that 
many  of  them  should  yield  to  mechanical  re- 
pair and  that  meant  surgical  operation.  History 
has  proved  the  correctness  of  this  axiom  and  I 
don’t  believe  it  was  recognized  by  any  other 
person  in  the  entire  world  — I never  heard  it 
stated.  Another  tenet  that  supported  my  solitary 
position  was  the  use  of  vision  on  the  heart.  No 
one  used  vision  except  the  physiologist  and  his 
vision  was  confined  to  the  “acute”  experiment. 
Not  available  to  him  was  the  “long-term”  experi- 
ment and  the  “control”  experiment  because  he 
could  not  make  them.  Further  the  physiologist 


lacked  contact  with  the  sick  cardiac  patient  and 
knowledge  of  cardiac  disabilities  was  denied 
him.  The  medical  cardiologist  had  the  electro- 
cardiogram and  this  fulfilled  his  every  wish.  To 
him  the  heart  was  covered  as  by  a blanket  but 
that  did  not  matter.  Doctor  George  Crile  told 
me  that  “the  cardiologist  lets  the  electrogardio- 
gram  do  his  thinking  for  him”.  In  my  opinion 
this  statement  was  essentially  correct.  As  a tool 
for  study,  surgical  visualization  was  more  im- 
portant than  the  electrocardiogram  but  I was 
the  only  one  who  knew  it. 

I want  to  return  to  the  early  activities  in  the 
surgical  laboratory  at  the  old  Lakeside  Hospital. 
1924  to  1932.  Doctor  Cutler  was  having  diffi- 
culties and  disappointments  with  the  mitral 
valve  work.  The  valves  operated  upon  were 
heavily  calcified  and  it  seemed  that  it  was  neces- 
sary to  cut  out  a piece  of  the  valve  and  create 
regurgitation.  I made  an  instrument  for  this  pur- 
pose. Mortality  stayed  the  surgeon’s  hand.  The 
bloom  was  coming  off  the  mitral  valve  work. 
There  was  no  one  to  encourage  Doctor  Cutler 
to  keep  on  with  the  problem.  His  total  experi- 
ence was  with  10  human  patients  plus  a lot  of 
experimental  work.  He  was  just  learning  how 
to  operate  on  the  heart.  Each  operation  involved 
a great  emotional  response.  Experience  was 
needed  and  how  could  experience  be  obtained! 
The  results  were  not  good  enough  to  break  the 
barriers  of  resistance.  It  was  I who  got  the  most 
out  of  this  experience.  In  the  laboratory  an  oper- 
ation was  done  almost  every  day  and  I was 
learning  how  to  handle  the  heart.  I had  to  turn 
to  other  problems.  When  I was  an  interne  Doctor 
Halsted  had  an  experience  which  gave  me  a lead. 
He  irrigated  a biliary  fistula  with  Dakin’s  solu- 
tion and  the  patient  died  of  peritonitis.  It  eroded 
the  bowel.  What  would  Dakin’s  solution  do  in 
the  pericardium?  It  produced  adhesions  between 
the  heart  and  pericardium.  It  also  produced 
Pick’s  Disease.  These  observations  were  read- 
ily made  and  they  had  immediate  application 
to  the  patient.  At  that  time  the  Brauer  operation 
of  cardiolysis  was  occasionally  done  for  adhe- 
sions between  heart,  pericardium  and  chest  wall. 
The  precordial  ribs  were  removed  to  make  a 
soft  yielding  precordium.  When  it  was  shown 
that  adhesions  scarcely  ever  disturbed  the  heart 
this  operation  was  discontinued.  Pick’s  disease 
became  known  as  Chronic  Cardiac  Compres- 
sion. The  scars  were  resected  on  dogs  and  this 
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brought  us  almost  all  of  the  heart  surgery  that 
was  being  done  in  this  country  at  that  time. 
Acute  compression  of  the  heart  was  also  in- 
vestigated and  this  got  us  started  on  stab  wounds 
of  the  heart.  A simple  method  of  suture  was 
described.  One  thing  led  to  another.  The  pene- 
trating wounds  introduced  us  to  the  non-pene- 
trating wounds  and  the  steering  wheel  accident. 
This  was  the  most  common  type  of  cardiac 
wound  and  we  directed  attention  to  it.  It  might 
be  mentioned  that  the  first  operation  on  the 
heart  was  for  a stab  wound.  It  was  done  by 
Alex  Cappelen  of  Copenhagen  in  1895.  With 
this  operation  the  heart  entered  the  domain  of 
surgery.  Since  then  many  penetrating  wounds 
have  been  sutured  and  some  of  these  reports 
are  of  high  adventure,  such  as  the  surgeon  who 
was  blinded  by  blood  spurting  up  on  his  glasses 
when  the  pericardium  was  opened,  then  the 
patient  recovered  consciousness  and  began  mov- 
ing off  the  operating  table  and  to  cap  the  climax 
respiration  returned  and  this  churned  the  blood 
into  a foam  which  hid  the  heart  from  view.  No- 
where does  a little  experience  mean  so  much 
to  the  surgeon  when  he  stands  on  his  own  at 
the  operating  table  to  repair  a wound  of  the 
heart. 

There  was  an  abundance  of  problems  for 
study.  Dr.  Cutler  suggested  that  I prepare  my- 
self to  ligate  the  Patent  Ductus  Arteriosus.  We 
did  experiments  on  newborn  puppies  to  see  what 
the  duct  looked  like.  Our  artist,  Theodora  Berg- 
sland  made  a beautiful  drawing  of  the  anatomy 
in  a child  who  had  died.  We  were  anxious  to 
do  the  first  operation  but  our  Department  of 
Pediatrics  was  not  surgically  oriented  and  I 
never  saw  a duct  in  the  living  state.  The  first 
ligation  together  with  our  beautiful  anatomical 
drawing  followed  Cutler  to  Boston  and  the  Chil- 
dren’s Hospital  where  after  several  years  the  first 
operation  was  done.  We  also  made  septal  de- 
fects. This  was  in  1924  to  1926  long  before  John 
Gibbon  came  on  the  scene.  It  might  be  of  inter- 
est to  note  that  sometime  after  Doctor  Lenhart 
became  Professor  of  Surgery  in  1932  John  Gib- 
bon came  here  looking  for  a job  in  surgery.  We 
were  the  only  surgical  center  investigating  the 
heart.  Work  done  elsewhere  by  surgeons  was  of 
a sporadic  nature  based  upon  a few  experiments. 
There  was  no  sustained  effort  anywhere  except 
here.  For  many  years  we  were  in  this  unique 
position.  I used  to  blush  when  anyone  said  that 


I was  a Heart  Surgeon  for  there  wasn’t  any 
Heart  Surgery.  I had  freedom  to  work  and  I had 
an  abundance  of  energy.  I appreciate  the  value 
of  these  two  assets  more  now  than  I did  then. 
However,  I was  beginning  to  feel  a loneliness 
in  the  laboratory.  I needed  scientific  compan- 
ionship and  I had  none.  This  loneliness  persists 
up  to  the  present  time.  I became  Professor  of 
Neurosurgery  and  I did  research  on  the  heart. 
Doctor  Lenhart  suggested  that  I give  up  the 
heart  work,  “I  had  a family  to  support”.  This 
troubled  me  for  I respected  his  opinion.  Not 
that  research  on  the  heart  made  me  any  less 
competent  as  a neurosurgeon  but  it  was  a mixed 
marriage  and  perhaps  it  might  have  been  better 
if  I did  no  research  at  all.  This  would  have  kept 
me  out  of  trouble  but  it  would  have  been  no 
fun.  I was  busy  as  a neurosurgeon.  Now  it  makes 
me  tired  when  I look  in  and  see  a bone  flap 
and  I wonder  how  I had  this  endurance  for  20 
years.  The  heart  work  was  receiving  attention. 
I had  invitations  to  present  it  in  almost  every 
city  in  this  country.  Helen  Taussig  had  me  down 
to  Hopkins  to  tell  about  it  and  later  on  after 
the  Blue  Baby  operation  was  “fait  acompli”  she 
declared  her  willingness  to  come  to  Cleveland 
and  work  with  us  at  Lakeside  (behind  every 
man  there  is  a woman— Blalock).  Russell  Brock 
was  here  from  London,  George  Mason  from 
Newcastle  and  many  others  came  and  visited. 
This  did  not  help  me  any  for  now  I was  being 
looked  upon  with  suspicion.  This  cloud  of  suspi- 
cion lingers  on  and  we  here  at  Lakeside  will  be 
the  last  to  see  it  disappear. 

CORONARY  ARTERY  DISEASE,  DEATH 
AND  THE  DYING  PROCESS  1932-1965 

People  have  asked  me  why  1 studied  coronary 
artery  disease.  There  was  no  special  reason.  It 
killed  and  incapacitated  a lot  of  people.  It 
needed  what  aseptic  surgery  could  give  as  a 
research  tool  namely  vision,  “long-term”  experi- 
mentation and  the  “control”  experiment.  We  did 
not  know  where  we  were  going  and  what  we 
were  going  to  accomplish.  You  might  be  inter- 
ested to  know  that  some  eight  thousand  experi- 
ments were  done  on  dogs  at  a cost  of  about  hall 
a million  dollars.  Many  of  you  present  spent  a 
year  or  two  in  the  laboratory  and  Dave  Leigh- 
ninger  spent  15  years  on  the  subject.  Those  of 
you  who  did  the  work  deserve  full  credit  and 
your  names  are  on  all  publications.  We  were 
always  slow  to  learn  but  I might  say  that  when 
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a fact  was  established  it  had  stood  the  test  of 

time. 

Several  salient  facts  were  established.  We  pro- 
duced collaterals  for  the  first  time,  i.e.  connec- 
tions between  one  artery  and  another.  We  meas- 
ured what  the  collaterals  could  do.  We  tested 
methods  of  producing  them  including  an  A-V 
fistula  in  the  heart  and  this  became  the  Beck 
II  operation.  We  tried  to  augment  blood  flow 
into  the  heart  through  grafts.  We  avoided  re- 
moval of  anatomical  disease  in  arteries  and  left 
this  approach  to  others.  We  reversed  the  fatal 
heart  attack.  We  defined  the  two  forms  of  death 
and  we  investigated  each.  The  remainder  of  this 
historical  account  is  given  under  the  names  of 
the  two  physiologists  whose  contribution  laid 
the  groundwork  for  most  of  what  we  have  done 
— names  with  which  you  are  probably  not  fami- 
liar and  they  have  great  historical  significance. 

JEAN  LOUIS  PREVOST  AND 
FREDERIC  BATTELLI 

These  physiologists  contributed  the  method 
to  defibrillate  the  heart  by  passage  of  an  elec- 
tric shock  through  the  heart  or  through  the  intact 
chest.  The  title  of  their  paper  was  La  Mort  Par 
Les  Decharges  Electriques  published  in  the  Jour- 
nal de  Physiologie  et  de  Pathologie  Generale, 
Vol.  1,  p.  114.  1899.  The  significance  of  this  con- 
tribution is  based  upon  the  following  considera- 
tions. 

1.  The  electric  shock  is  an  effective  method 
to  defibrillate  the  ventricles.  It  is  the  only  ef- 
fective method. 

2.  Ventricular  fibrillation  is  a common  cause 
of  death.  The  fatal  heart  attack  claims  about 
500,000  victims  a year  in  this  country.  Many  of 
these  victims  can  be  made  to  live  again  if  the 
right  thing  is  done  at  the  moment  of  death. 

3.  The  fact  that  these  victims  live,  sometimes 
for  years  with  the  same  heart  without  removing 
anatomical  disease  in  arteries  and  muscle,  calls 
for  discovery  of  the  death-factor  that  makes  this 
possible.  The  death-factor  was  discovered  and 
reported  in  the  J.A.M.A.  159:1264,  1955.  Death 
is  due  to  an  electrical  charge  produced  by 
oxygen-differentials  in  heart  muscle.  These  dif- 
ferentials are  produced  by  uneven  blood  supply 
to  heart  muscle.  The  heart  electrocutes  itself. 
The  importance  of  this  discovery  should  not  go 
unnoticed.  Up  to  then  and,  indeed,  up  to  the 
present  time  the  heart  attack  was  always  pro- 


duced by  occlusion  of  a coronary  artery.  This, 
in  turn,  produced  injury  to  muscle  due  to  ische- 
mia. If  the  patient  lived  he  developed  a scar. 
If  he  died  he  developed  a current  of  injury 
which  killed.  There  were  many  victims  of  the 
fatal  heart  attack  with  little  or  no  disease  in 
arteries  or  muscle.  There  were  many  deaths  that 
could  not  be  explained  on  the  basis  of  anatomical 
disease.  There  simply  was  no  explanation.  The 
electricity  produced  by  oxygen-differentials 
brings  these  victims  under  the  umbrella  of  sci- 
ence. It  is  difficult  to  appreciate  this  vacuum 
in  science  concerning  such  an  important  subject 
and  existing  up  to  such  recent  times. 

4.  If  death  can  be  reversed  after  it  occurs 
something  can  be  done  to  prevent  death  or  to 
delay  death  before  it  occurs.  This  something 
is  to  reduce  the  oxygen  differential  by  making 
blood  supply  more  even  by  collaterals.  These 
are  connections  between  one  coronary  artery  and 
another.  Please  note  that  this  form  of  therapy 
is  not  based  upon  reduction  of  anatomical  dis- 
ease. It  is  based  upon  collaterals  to  reduce 
anginal  pain  and  to  reduce  the  incidence  of  elec- 
trical fibrillation.  The  vasodilator  drugs  open 
collaterals  for  short  periods  of  time.  The  au- 
thor’s operation  is  5 times  as  effective  and  it 
is  permanent.  This  approach  is  away  from  ana- 
tomical disease.  It  is  applied  to  Hearts  that  are 
Too  Good  To  Die,  to  Hearts  that  have  Mileage 
left  in  them,  to  Hearts  that  only  need  a Second 
Chance  to  Beat.  Removal  of  anatomical  dis- 
ease by  opening  up  the  coronary  arteries  has  its 
place  in  therapy  small  as  it  is  especially  when 
it  approaches  the  terminal  state.  For  the  good 
heart  or  the  relatively  good  heart  the  production 
of  collaterals  by  surgical  operation  should  be 
standard  treatment  for  the  disease.  (Ann.  Surg. 
102:801,  1935,  ibid  145:539,  1957). 

DISCUSSION 

Concerning  the  Method  by  Prevost  and  Bat- 
telli.  The  method  was  lost  in  the  literature  for 
35  years.  Little  importance  was  attached  to  this 
subject.  Fibrillation  was  noted  in  the  course  of 
animal  experimentation.  Fibrillation,  when  it 
occurred,  terminated  the  experiment  and  one 
learned  to  take  another  dog.  In  the  area  of 
human  medicine,  fibrillation  was  noted  by  the 
electrocardiogram.  Almost  without  exception  it 
meant  death  when  it  occurred.  In  the  thirties 
the  physiologist  Hooker  and  also  Wiggers  work- 
ed on  this  subject  using  potassium  salts  to  stop 
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fibrillation  and  calcium  salts  to  restore  tone.  In 
the  occasional  experiment  the  heart  beat  was 
restored.  As  a method  it  was  far  from  adequate. 

In  1934  ventricular  fibrillation  occurred  in 
the  course  of  an  operation  (by  the  writer)  to 
remove  a compression  scar  from  the  heart.  In 
dissecting  the  scar  away  from  the  heart  pressure 
was  inadvertently  exerted  upon  the  descending 
coronary  artery.  The  heart  fibrillated.  It  could 
not  be  defibrillated.  In  those  days  there  was  not 
much  heart  surgery  being  done  but  it  was  ob- 
vious that  if  heart  surgery  was  to  have  a future 
a method  for  defibrillation  was  necessary.  At 
about  that  time  the  physiologist  William  Howell 
learned  of  the  contribution  by  Prevost  and  Bat- 
telli.  He  suggested  to  Dr.  Hooker  and  to  Dr. 
Wiggers  that  they  each  test  the  method.  One 
study  was  supported  by  the  electric  utility  com- 
panies and  the  purpose  of  the  study  was  to 
apply  it  to  electrical  accidents.  ( Hooker,  J.  Phy- 
siology 103:444,  1933).  The  other  study  was 
related  to  fibrillation  by  experimental  occlusion 
of  a coronary  artery.  Massage  of  the  heart  was 
recommended  before  the  shock  was  applied  for 
defibrillation.  The  statement  was  made  that  “the 
method  should  prove  of  value  in  revival  of  ex- 
posed human  hearts  that  fibrillate  during  course 
of  cardiac  operations”  (Wiggers,  J.  Physiology 
116:161,  1936).  Wiggers  also  stated  “the  normal 
dog’s  heart  can  rarely  be  revived  unless  the 
occlusion  is  removed  (incorrect  statement)  and 
this  is  impossible  in  man”  (Am.  Heart  J.  20:413, 
1940).  These  are  probably  the  first  references 
to  human  application.  Beck  and  Mautz  present- 
ed the  subject  to  the  American  Surgical  Asso- 
ciation using  a motion  picture  (Annals  Surgery 
106:525,  1937).  This  is  probably  the  first  presen- 
tation to  surgeons  — and  surgeons  were  the 
only  clinicians  who  could  apply  the  method  for 
it  had  to  be  done  in  the  operating  room  and 
preferably  when  the  chest  was  already  open. 
Doctor  Evarts  Graham  was  the  President  of  the 
American  Surgical  Association.  There  was  no  dis- 
cussion of  “this  very  beautiful  work”  and  Doctor 
Graham  stated  that  the  surgeons  were  not  fami- 
liar with  ventricular  fibrillation.  The  reader  will 
please  note  that  fibrillation  is  one  of  the  two 
causes  of  death  — standstill  being  the  other 
cause.  How  little  recognized  are  these  two  causes 
of  death!  And  where  would  Heart  Surgery  be  if 
the  heart  could  not  be  defibrillated!  I made 
preparations  for  defibrillation  in  the  operating 
room.  Sterile  electrodes  were  placed  in  the  oper- 


ating rooms  and  in  the  accident  ward.  I gave 
many  laboratory  demonstrations  and  lectures  on 
the  subject.  I had  several  successes  in  defibrillat- 
ing  the  human  heart  but  the  brain  was  damaged 
and  the  patients  did  not  recover.  This  was  the 
dawn  of  human  application.  Progress  was,  in- 
deed, slow.  In  1942  I requested  permission  to 
organize  Resuscitation  Squad  to  function  at  the 
battlefront  but  this  was  not  granted.  I was 
politely  told  not  to  take  the  medical  officers 
time  to  listen  to  lectures  on  the  subject.  The 
first  successful  defibrillation  of  the  human  heart 
was  then  achieved  (J.A.M.A.  135:985,  1947). 
This  achievement  was  generally  considered  as 
nothing  more  than  a routine  example  of  success- 
ful Resuscitation  as  from  drowning.  However,  I 
knew  that  it  cut  across  the  very  fundamentals 
of  cornorary  artery  disease.  A formal  course  of 
instruction  for  physicians  and  nurses  was  started 
in  1950.  This  was  a two-day  teaching  course 
carried  out  on  dogs  in  our  Research  Labora- 
tory. It  was  given  each  month  and  some  3,000 
applicants  were  instructed.  They  came  from  vari- 
ous parts  of  the  country  and  from  abroad.  This 
course  continues  at  the  present  time  and  was 
instrumental  in  saving  many  lives.  It  helped  to 
establish  Resuscitation  as  a requirement  in  the 
formal  education  of  the  physician  and  repetition 
of  these  courses  helped  us  to  perfect  the  tech- 
nique. Mouth-to-mouth  ventilation  of  the  lungs 
was  introduced  so  that  special  instrumentation 
was  not  necessary  for  respiration  (New  Eng- 
land J.  of  Medicine  250:749,  1954).  Application 
of  the  method  then  moved  to  the  medical  wards, 
(J.A.M.A.  162:111,  1956).  to  the  doorstep  of  our 
hospital  where  an  M.D.  dressed  in  street  clothes 
had  a fatal  heart  attack;  it  was  reversed  and  the 
victim  is  alive  years  later  with  the  same  heart 
(J.A.M.A.  161:434,  1956).  I advocated  that  open 
chest  defibrillation  be  done  outside  the  hospital. 
This  step  encountered  hostility  by  the  Dean  of 
Western  Reserve  University  Medical  School. 
Open  chest  defibrillation  was  then  done  success- 
fully on  victims  who  died  outside  the  hospital 
(J.A.M.A.  175:141,  1961).  Then  came  the  closed 
chest  method  (J.A.M.A.  173:1064,  1960).  It  was 
not  necessary  now  to  get  your  hands  dirty  to  do 
it.  The  final  step  is  the  training  of  non-medical 
personnel,  men,  women,  high  school  students  to 
be  trained  in  the  technique  so  that  the  victim 
can  be  transported  with  a viable  brain  to  a medi- 
cal center  for  defibrillation.  The  course  of  in- 
struction includes  1,  action  at  the  moment  of 
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death,  2,  transportation  of  victim  with  a viable 
brain  to  a medical  center,  3,  application  of  de- 
fibrillating  shock  and  care  of  the  victim.  De- 
fibrillation of  the  heart  is  more  readily  accom- 
plished when  the  time  interval  between  death 
and  application  of  shock  is  as  brief  as  possible. 
Therefore,  non-medical  rescuers  will  probably 
be  instructed  in  this  technique  before  the  vic- 
tim is  transported  to  a medical  center.  Society 
is  being  informed  concerning  the  Fatal  Heart 
Attack  by  articles  in  lay  journals,  radio  and  tele- 
vision. An  organization  called  The  Resuscitators 
of  America  was  organized  and  teaching  chapters 
will  be  organized  in  many  communities  in  this 
country.  A massive  teaching  program  will  be 
required. 

Each  step  in  the  progress  so  far  carries  the 
Prevost-Battelli  image.  It  dominates  the  scene 
for  restoration  of  life  after  the  fatal  heart  attack 
occurs.  But  it  also  dominates  the  scene  before 
death  occurs.  It  creates  the  image  for  treatment 
of  coronary  artery  disease.  The  fact  that  the 
Prevost-Battelli  method  has  provided  uncounted 
numbers  of  humans  now  alive  but  who  were 
dead  places  a spot-light  of  inquiry  as  to  the 
cause  of  anginal  pain  and  the  fatal  attack.  The 
cause  is  not  “injury  and  injury  current”.  This  ex- 
planation is  inadequate.  The  cause  of  pain  and 
fibrillating  electricity  is  found  in  the  uneven 
blood  supply  to  heart  muscle.  Arterial  disease 
and  spasm  reduce  inflow  into  a localized  area 
of  muscle.  An  oxygen  differential  between  pink 
and  blue  muscle  is  created  and  this  is  painful 
and  often  fatal.  Also  well  oxygenated  blood  al- 
lowed to  perfuse  an  area  of  anoxic  muscle  fibril- 
lates  and  kills.  It  is  simple  fact  that  well  oxygen- 
ated blood  cannot  injure  muscle  as  this  term  is 
understood.  A form  of  treatment  for  coronary 
disease  that  is  within  our  reach  is  to  reduce  the 
differentials  in  areas  of  muscle.  This  can  be 
done  by  the  production  of  collaterals  (the  Beck 
operation ) . The  vasodilating  drugs  relieve  pain 


by  opening  up  collaterals  but  these  are  tempor- 
ary while  those  produced  by  operation  are  five 
times  as  effective  and  they  are  permanent.  The 
emphasis  here  is  not  on  reduction  of  anatomical 
disease.  It  is  based  on  a more  even  distribution 
of  blood  supply  to  heart  muscle. 

The  Prevost-Battelli  image  appears  in  the 
method  of  defibrillation.  From  there  it  appears 
in  living  people  once  dead.  From  there  it  ap- 
pears in  the  cause  of  death.  The  cause  of  death 
is  separated  from  injury  and  injury  current.  It 
is  uneven  blood  supply.  And  finally  the  blood 
supply  is  made  more  even  by  the  surgical  pro- 
duction of  collaterals.  And  this  is  treatment  of 
the  disease.  This  is  a vast  gamut  of  successive 
steps  in  development  but  the  original  discovery 
created  empty  slots  in  the  science  and  these  are 
just  now  being  filled  by  scientific  studies  65 
years  later.  My  opinion  is  that  the  Prevost-Bat- 
telli image  will  go  down  in  Medical  History  as 
initiating  one  of  the  great  developments  in  medi- 
cine. In  my  opinion  it  has  the  stature  of  William 
Harvey’s  contribution.  Harvey  erected  the  sign- 
posts indicating  the  route  the  blood  takes  in  its 
course  through  the  body.  Having  done  this  his 
contribution  was  finished  but  his  name  has  been 
emulated  by  a grateful  Great  Britain  for  the  past 
300  years  and  his  portrait  is  in  our  Institutions 
for  everyone  to  revere.  The  Prevost-Battelli  con- 
tribution continues  to  develop.  It  marks  one 
portal  to  death  and  having  entered  this  portal  it 
has  the  power  to  bring  some  of  the  victims  back 
to  the  living.  It  also  prevents  or  delays  victims 
from  entering  this  portal.  Their  contribution  has 
helped  to  give  definition  to  the  portal  called 
fibrillation.  In  doing  this  it  helped  to  designate 
and  define  the  other  portal  to  death  namely  that 
of  cardiac  standstill.  These  two  modes  of  death 
are  clinical  entities  that  can  be  recognized  and 
defined.  The  Prevost-Battelli  contribution  de- 
serves reverence  equal  to  that  generally  given 
to  the  great  contribution  of  William  Harvey. 


The  U.  S.  drug  industry  pays  about  98  percent  of  its  own  research  and  de- 
velopment costs.  About  two  percent  is  financed  by  the  federal  government. 
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Grassroots  Against  Medicare 


While  the  American  Medical  Association, 
meeting  in  annual  convention,  did  not  urge  im- 
mediate non-participation  in  the  Johnson  admin- 
istration’s Medicare  program,  the  doctors’  or- 
ganization decided  to  take  a careful  look  at  the 
program’s  effect,  and  reiterate  refusal  to  sup- 
port any  plan  that  is  injurious  to  the  well-being 
of  patients. 

It  may  take  some  time,  therefore,  before  the 
physicians  of  the  country,  as  an  organized  pro- 
fessional body,  determine  whether  they  want  to 
make  a united  stand  against  Medicare  — the 
entering  wedge  of  socialized  medicine.  However, 
in  many  parts  of  the  country,  medical  societies 
already  are  giving  thought  to  non-participation 
in  Medicare.  There  are  signs  of  grassroots  re- 
sistance to  a federal  takeover  of  medical  serv- 
ices. 

The  procedures  of  non-cooperation  have  not 
been  completely  spelled  out.  In  general,  how- 
ever, what  non-participation  would  mean  is  that 
the  doctors  would  refuge  to  sign  government 
forms  and  get  involved  in  the  red  tape  devised 
by  the  bureaucracy  of  the  Dept,  of  Health,  Edu- 
cation and  Welfare.  They  would  go  on  serving 
their  regular  patients,  handling  all  paperwork 
connected  with  private  hospitalization  and  in- 
surance plans,  and  aiding  those  who  needed 
emergency  treatment  and  entry  into  a hospital. 
But  they  would  draw  the  line  at  becoming  part- 
time  paper  shufflers  for  the  government. 

Non-participation  in  Medicare  would  be  per- 
fectly legal.  It  would  also  be  entirely  ethical. 
No  doctor  is  compelled  by  law  or  a code  of 
ethics,  to  act  virtually  as  an  agent  for  Big  Gov- 
ernment. 

The  physicians  are  well  aware  that  the  bur- 
eaucrats may  prove  vindictive  and  seek  to  hurt 
their  medical  practice.  But  they  realize  that 
socialized  medicine  cannot  be  halted  simply  by 
the  statements  of  medical  associations.  The 
country  needs  a dramatic  illustration  of  the 
depth  of  doctors’  concern  over  the  welfare  of 
their  patients.  The  public  needs  to  know  how 
strongly  the  medical  profession  feels  that  fed- 
eral medicine  will  lower  the  standards  of  medi- 


cine in  the  United  States. 

Liberal  groups  have  been  very  successful  in 
recent  years  in  mobilizing  opinion  and  in  mak- 
ing an  impact  on  the  politicians.  Clearly,  respon- 
sible elements  in  American  society  cannot  leave 
all  the  mobilization  of  opinion  to  the  liberals. 
It  is  essential  for  the  public  good  that  realistic, 
responsible  citizens  groups,  such  as  the  phy- 
sicians of  the  nation,  organize  themselves  in 
such  a manner  as  to  halt  the  drift  toward  social- 
ized medicine. 

Today  American  medicine  is  the  finest  in  the 
world.  It  is  of  a high  quality  because  the  bureau- 
crast  have  been  denied  a controlling  voice  in 
medical  care.  The  lesson  of  Britain’s  national 
health  service  should  be  a warning  to  people  in 
this  country.  If  the  American  people  want  doc- 
tors to  become  harried  minor  public  function- 
aries, forced  to  treat  people  on  an  assembly 
line  basis,  then  they  should  seek  Medicare  and 
all  the  socialized  medicine  procedures.  But  if 
they  want  to  maintain  and  raise  medical  stan- 
dards, giving  people  the  maximum  in  good  care 
in  accordance  with  a system  of  private  physi- 
cians, then  they  should  back  up  the  doctors  who 
are  resisting  Medicare. 

All  too  often  responsible  citizens  in  this  coun- 
try let  the  liberals  have  a monopoly  on  the  dra- 
matic, imaginative  protests.  But  the  doctors 
seem  alert  to  the  need  for  fresh,  positive  action 
in  the  form  of  non-participation.  In  considering 
such  action,  they  have  correctly  diagnosed  the 
ways  in  which  the  U.S.  political  system  works 
these  days.  It  takes  concerted,  nationwide  action 
by  determined  citizens  to  register  an  impact  on 
the  Congress  and  the  White  House. 

When  the  doctors  fight  Medicare  they  are 
fighting  a reactionary  philosophy  — the  philos- 
ophy of  socialism.  If  the  private  physicians  of 
this  country  decide  to  go  ahead  with  non-par- 
ticipation in  Medicare,  they  will  be  able  to 
count  on  the  understanding  and  help  of  millions 
of  thoughtful  citizens. 

Thurman  Sensing,  Executive  Vice  President  — Southern  States 
Industrial  Council. 

Reprinted  with  permission. 
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DOCTORS  OF  AMERICA  UNITE! 

YOU  HAVE  NOTHING  TO  LOSE 
BUT  YOUR  BRAINS! 

April  15th  should  be  a day  of  pleasure  evoked 
by  knowing  that  one  is  making  a significant 
(cash)  contribution  to  the  community.  This 
pleasure  is  somewhat  diminished  for  physicians 
by  their  again  being  made  aware  of  the  fact  that 
the  tax  laws  treat  them  badly.  Although  these 
laws  have  been  amended  somewhat  to  remove 
some  of  the  disadvantages  of  the  practitioner’s 
short  income-earning  life,  physicians  still  do  not 
have  the  advantages  held  by  other  middle-in- 
come  groups.  The  main  inequity  arises  from  the 
fact  that  physicians  have  no  percentage  deple- 
tion allowance  to  compensate  for  the  progres- 
sive exhaustion  of  their  one  irreplaceable  nat- 
ural resource,  their  brain  power. 

Other  Americans  enjoy  depletion  allowances 
of  from  27.5%  for  oil-well  owners  down  to  5% 
for  owners  of  clam  and  oyster  shells.  These  en- 
able the  proprietors  of  these  sources  of  income 
to  escape  the  large  tax  payments  that  other 
Americans  are  forced  to  make,  despite  the  fact 
that  many  of  the  others  also  derive  their  in- 
comes from  exhaustible  natural  resources. 

While  some  people  might  maintain  that  oil- 
well  owners  (who  may  find  50%  of  their  net  in- 
comes nontaxable)  are  much  more  important  to 
the  American  community  than  are  physicians 
and  hence  should  be  pampered,  probably  none 
but  clam-shell  owners  will  take  the  same  stand 
about  the  importance  of  clam-shell  owners.  In 
any  case  it  is  not  the  principle  of  the  deple- 
tion allowance  that  is  unjust  — it  is  only  the  fact 
that  relatively  few  Americans  benefit  from  it. 
Physicians,  like  all  other  professional  men, 
should  have  a depletion  allowance  to  compen- 
sate for  the  inevitable  deterioration  of  their 
brains,  and  Congress  should  be  persuaded  to 
include  such  a provision  in  the  tax  laws. 

It  is  disconcerting  to  see  a physicians’  or- 
ganization spend  great  amounts  of  time  and 
money  in  an  attempt  to  persuade  Congress  that 
the  funds  to  help  the  elderly  to  pay  for  medical 
care  should  come  from  general  tax  revenues  and 
not  from  social-security  tax  revenue  — a distinc- 
tion of  little  importance.  This  effort  might  be 
more  profitably  applied  to  removing  the  inequi- 
ties of  the  depletion  allowance  principle. 

Medical  Science  August,  1965. 


A Matter  of  Equity 

Let  it  be  remembered  that  it  is  the  people 
served  who  are  indigent , not  the  government 
that  pays  the  bills. 

Those  who  have  been  in  medical  practice  for 
twenty-five  or  more  years  will  recall  that  medical 
care  for  the  poor  was,  for  the  most  part,  a func- 
tion of  private  charities,  and  physicians  donated 
their  services  without  charge  as  part  of  their 
contribution  to  community  service.  The  poor 
were  treated  in  free  clinics  or  the  free  wards  of 
hospitals  as  well  as  by  the  private  physician  in 
his  office. 

No  doubt  a change  was  inevitable  as  part  of 
social  evolution.  Private  endowments  could  not 
meet  the  marked  increase  in  the  cost  of  hospital- 
ization. This  voluntary  system  of  medical  care 
for  the  poor  has  given  way  to  government  sub- 
sidy with  taxpayers’  funds  being  used  to  defray 
the  expenses.  Government  has  assumed  the  re- 
sponsibility for  the  care  of  the  medically  indi- 
gent in  various  ways  — through  the  afflicted  and 
crippled  children’s  commission,  the  Kerr-Mills 
law,  and  mental  health  programs. 

We  find  it  only  reasonable  that  government 
should  care  for  the  needs  of  those  who  cannot 
care  for  themselves  and  whose  families  find 
the  financial  burden  beyond  their  ability.  Tax 
funds  are  used  for  many  projects  beyond  the  es- 
sentials such  as  urban  renewal,  soil,  water  and 
wildlife  conservation,  and  recreational  facilities. 
Therefore,  subsidy  for  the  care  of  the  medically 
indigent  is  a proper  function  of  government. 

In  this  matter  there  has  been  some  fuzzy 
thinking,  however,  even  among  members  of  our 
profession.  Because  the  people  are  medically 
indigent,  some  have  the  impression  that  physi- 
cians should  donate  their  services  or  work  for 
only  a token  fee.  Let  it  be  remembered  that  it 
is  the  people  served  who  are  indigent,  not  the 
government  that  pays  the  bills.  In  our  affluent 
society  we  have  billions  of  tax  dollars  for  every 
sort  of  giveaway  program.  Why  then  should 
those  who  serve  government  be  paid  anything 
less  than  a reasonable  fee  for  their  services? 
This  is  equity.  If  physicians  are  to  be  paid  less 
than  standard  fees,  so  too  should  all  who  do 
business  with  government.  This  is  equity. 
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The  Michigan  Uniform  Fee  Schedule  for  Gov- 
ernment Agencies  when  revised  with  a realistic 
dollar  value  for  services,  should  be  vigorously 
urged  upon  all  units  of  government  in  Michigan. 
This  should  apply  not  only  for  Kerr-Mills  cases 
but  for  care  of  afflicted  and  crippled  children 
and  welfare  cases.  The  physicians  who  work  in 
teaching  hospitals  should  be  paid  just  as  are 
those  who  work  in  non-teaching  hospitals.  This 
is  equity. 

Let  it  be  remembered  that  government  is  not 
an  object  for  charity.  Government  is  not  deserv- 
ing of  cut  rate  fees.  Government  has  no  right 
to  cash  in  on  the  altruism  of  the  medical  pro- 
fession. Those  who  serve  the  poor  when  govern- 
ment pays  the  cost  of  such  services  should  re- 
ceive standard  fees.  This  is  a matter  of  equity. 

Reprinted  from  Detroit  Medical  News,  55:6,  1964. 


BE  SURE  THAT  YOUR 
CHILDREN  READ  ABOUT 
THE  ART  CONTEST  — 
See  page  882  for  details 


24-HOUR  AMBULANCE  SERVICE  *AL  4-4111 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  A v e . , Phoenix 


r 

First  National  Bank’s 
Investment  Experts  Can 

PROTECT  YOUR  ESTATE 

AGAINST  UNWISE 
INVESTMENT! 


Our  many  years  of  trust  experience  have  shown 
that  willing  property  directly  to  beneficiaries  is 
often  a burden  in  disguise.  Many  times  bene- 
ficiaries are  not  prepared  either  by  training  or 
experience  to  handle  or  invest  funds  wisely. 

Thus  an  estate  carefully  nurtured  and  brought 
to  fruit  may  be  easily  dissipated  by  unwise  in- 
vestment made  on  the  advice  of  well-meaning 
but  ill-informed  friends  or  relatives. 

To  secure  the  full  benefits  of  your  estate  to  your 
heirs,  arrange  an  appointment  for  you  and  your 
attorney  to  visit  one  of  First  National  Bank’s 
investment  officers  to  discuss  the  investment 
future  of  your  estate  through  the  appointment 
of  First  National  as  trustee  of  your  estate. 

Our  years  of  estate  management,  investment 
know-how  and  group  judgment  can  conserve  the 
fruits  of  your  estate  for  your  heirs,  allowing 
them  the  economic  uses  of  your  estate  without 
the  burden  of  management  and  investment 
duties.  And  the  cost  is  less  than  you  might 
expect. 


NATIONAL 

BANK 

OF  ARIZONA 


Complete  Trust  Services  Statewide 

In  Tucson  Call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 
•r  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 
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at  Merck  Sharp  & Dohme... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

* Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

* From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

f$MERCK  SHARP  & DOHME  Division  of  Merck  & Co..  Inc.,  West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 


precedes  development 


understanding... 
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Some  people  get  away  from  colds  and  sinusitis 


bg  getting  away  from  frigid  weather 


. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 


ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Smith  Kline  & French  Laboratories  §p 

Prescribing  Information. 
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introduce  your  patient  to 


NEW  FROM  TUTAG  for  fast,  emphatic  diuretic  action  with 
a balanced  excretion  of  sodium  and  chloride  and  a lower 
potassium  loss  under  normal  dosage  and  diet  regimen. 


DIURETIC  ACTION:  Clinically,  the  oral  administration  of 
AQUATAG  (benzthiazide)  results  in  diuretic  activity  within  two 
hours  with  maximal  natriuretic,  chloruretic,  and  diuretic  effects 
occurring  during  the  fourth,  fifth  and  sixth  hours.  Maintenance 
of  response  continues  for  approximately  12  to  18  hours.  Acidosis 
is  an  unlikely  complication  since  therapeutic  doses  of  AQUATAG 
(benzthiazide)  do  not  appreciably  increase  bicarbonate  excretion. 
Edematous  patients  receiving  50  mg.  of  AQUAT AG  (benzthiazide) 
daily  for  five  days  developed  a maximal  increase  in  the  rate  of 
sodium  excretion  on  the  first  day,  and  maintained  this  high  rate 
until  depletion  of  excessive  body  stores  of  sodium. 

In  congestive  heart-failure  patients,  AQUATAG  (benzthiazide) 
produced  the  same  weight  loss,  during  a 48-hour  treatment 
period  as  did  a maximally  effective  dose  of  hydrochlorothiazide. 
DOSAGE:  Diuresis,  initially  50  to  200  mg.;  maintenance  25  to 
150  mg.,  daily.  Hypertension  50  to  100  mg.  initially,  adjusted 
to  50  mg.  t i d.  or  downward  to  minimal  effective  dosage  level. 
PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance 
with  hypokalemia,  hypochloremic  alkalosis  and  hyponatremia 
may  occur.  Other  reactions  may  include  blood  dyscrasias, 
hyperuricemia  and  gout,  nausea,  jaundice,  anorexia,  vomiting, 


diarrhea,  dizziness,  paresthesia,  photosensitivity  and  headache. 
Insulin  requirements  may  be  altered  in  diabetes. 

WARNINGS:  Dosage  of  coadministered  antihypertensive  agents 
should  be  reduced  by  at  least  50%.  Use  with  caution  in  edema 
due  to  renal  disease;  advanced  hepatic  disease  or  suspected 
presence  of  electrolyte  imbalance.  Stenosis  or  ulcer  of  small 
intestine  have  been  reported  with  coated  potassium  formulas 
and  should  be  administered  only  when  indicated.  Until  further 
clinical  experience  is  obtained,  the  use  of  the  drug  in  pregnant 
patients  should  be  carefully  weighed  against  possible  hazards 
to  the  fetus. 

CONTRAINDICATIONS:  AQUATAG  (benzthiazide)  is  contra- 
indicated in  progressive  renal  disease  or  disfunction  including 
increasing  oliguria  and  azotemia.  Continued  administration  of 
this  drug  is  contraindicated  in  patients  who  show  no  response  to 
its  diuretic  or  antihypertensive  properties. 

Before  prescribing  or  administering,  read  the  package  insert  or 
file  card  available  on  request. 

Available  as  25  or  50  mg.  scored  tablets. 

Request  clinical  samples  and  literature  on  your  letterhead. 


SJ. TUTAG 

& COMPANY 

Detroit,  Michigan  48234 
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What  is  the  single  most 
important  contribution 
to  drug  research  ? 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.  Washington,  D.C.  20005 


when  President  Washington  signed  the  first 
U.S.  patent  law.  For  patents  mean  drug  progress.  For 
example,  of  the  604  important  drugs  introduced 
worldwide  since  1941,  the  majority  originated  in  the 
U.S.  drug  industry.  By  contrast,  a major  west  European 
nation,  which  has  no  patent  protection,  contributed  one. 
How  great  is  the  contribution  of  drug  patents? 

The  answer  is  told  in  life  itself:  our  children  live  10  years 
longer  than  we,  and  need  not  suffer  polio,  measles, 
diphtheria,  tuberculosis,  rheumatic  heart  disease,  and  a 
dozen  other  illnesses  tee  grew  up  fearing.  We  can 
expect  these  benefits  to  multiply— as  long  as  our  patent 
system  remains  strong. 


in  scalp  dermatitis 


(fluocinolone  acetonide) 

the  results  show  ...the  treatment  doesn’t 

“ ...  50  of  the  85  patients  enj  oy  ed  complete  remission. . . . 
Thirty-one  patients  exhibited  moderate  improvement....”* 

Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem— without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 

Precautions:  In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 

Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs, 


use  with  caution  in  pregnant  patients.  Side  Effects: 
Side  effects  are  not  encountered  ordinarily  with 
topically  applied  corticosteroids.  As  with  all  drugs, 
however,  a few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Availability: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in 
a vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

*Lubowe,  I.  I.:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 
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I TOPICS  OF  CURREN 
MEDICAL  INTERES1 

COUNSEL  OPINION-“NON-PARTIClPATION ” 


MR.  EDWARD  JACOBSON 

Partner,  Snell  & Wilmer 
and  Counsel  for  The  Arizona  Medical  Association 

On  September  19,  1965  the  Board  of  Direc- 
tors of  the  Arizona  Medical  Association,  Inc. 
passed  the  following  most  important  reso- 
lution: 


“That  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  recommend  to  the 
House  of  Delegates  that  at  its  next  meeting  it 
rescind  Resolution  10  and  substitute  in  its  place 
a resolution  that  will  make  it  clear  that  the  Ari- 
zona Medical  Association  takes  no  stand  what- 
ever on  the  subject  of  “Non-Participation”  under 
Medicare,  and  which  resolution  will  be  designed 
to  give  the  greatest  possible  freedom,  consistent 
with  safety  to  the  Arizona  Medical  Association, 
for  each  individual  doctor  to  decide  for  himself 
what  his  activities  will  and  will  not  be  with  re- 
spect to  the  Medicare  legislation  and  the  at- 
tendant rules.” 

A brief  explanation  of  that  action  may  be 
helpful  to  the  members  of  the  Association.  It 
can  best  be  understood  if  presented  chronologi- 
cally. 

Last  spring  (on  May  1,  1965)  the  House  of 
Delegates  considered  and  adopted  ( as  amended ) 
a Resolution  known  as  “Resolution  10”  intro- 
duced by  the  Maricopa  County  Medical  Society. 
That  Resolution  concerned  the  medicare  legisla- 
tion then  pending  before  the  United  States  Con- 
gress. Among  other  things,  it  expressed  the 
then  position  of  the  House  of  Delegates  that 
the  pending  medicare  legislation  would  lead  to 
inferior  medical  care;  it  generally  adopted  a po- 
sition of  non-participation  in  any  Federal  pro- 
gram which  would  so  do,  and  directed  that  a 
copy  of  the  Resolution  be  distributed  to  all  com- 
ponent State  Medical  Societies  for  similar  action. 

On  July  9,  1965  the  writer  rendered  a legal 
opinion  to  the  Association  which,  in  summary, 
made  three  points. 

( 1 )  Individual  voluntary  non-participation 
does  not  constitute  a violation  of  the 
anti-trust  laws. 


(2)  Concerted  or  group  non-participation, 
however,  may  well  constitute  such  a 
violation. 

(3)  The  effect  of  Resolution  10  would  be 
to  increase  the  difficulty  of  proving  that 
such  true  individual  voluntary  non- 
participation as  might  occur  was  not 
instead  the  result  of  concerted  action 
resulting  from  Resolution  10,  thus 
jeopardizing  not  only  the  doctors  con- 
cerned, but  the  Arizona  Medical  Asso- 
ciation, Inc. 

Since  writing  his  legal  action,  but  prior  to  the 
September  19,  1965  meeting  of  the  Board  of 
Directors,  the  writer  has  been  supplied  with 
and  has  read  the  62  page  legal  opinion  rendered 
to  the  American  Medical  Association  by  Mr. 
Karl  F.  Nygren  of  the  Chicago  firm  of  Kirkland, 
Ellis,  Hodson,  Chaffetz  & Masters;  the  ten  page 
opinion  rendered  to  the  Association  of  American 
Physicians  and  Surgeons  by  the  Chicago  law 
firm  of  Stevenson,  Conaghan,  Hackbert,  Rooks 
and  Pitts;  the  opinion  rendered  to  the  Executive 
Vice  President  of  the  American  Medical  Associa- 
tion by  Bernard  D.  Hirsh,  Director  of  that  Asso- 
ciation’s law  department,  and  the  transcript  of 
a speech  devoted  to  this  subject  made  by  C. 
Joseph  Stetler,  General  Counsel  and  Executive 
Vice  President  of  the  Pharmaceutical  Manufac- 
turers Association  to  the  Presidents  of  State 
Medical  Association  in  Chicago  on  August  21, 
1965. 

All  of  these  legal  opinions  are  alike  with  re- 
spect to  the  writer’s  conclusions  1 and  2 previ- 
ously set  forth  except  that  the  attorneys  for  the 
Association  of  American  Physicians  and  Sur- 
geons stress  the  point  that  elements  of  coercion 
must  be  present.  And,  of  course,  none  of  the 
other  opinions  were  addressed  to  point  3 as  there 
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was  no  resolution  of  the  American  Medical  As- 
sociation which  was  the  counterpart  of  Resolu- 
tion 10  of  the  House  of  Delegates  of  the  Arizona 
Medical  Association,  Inc.  However,  the  writer 
did  supply  a copy  of  Resolution  10  to  Mr.  Ber- 
nard  Hirsh  and  then  discussed  the  matter  with 
him  by  phone.  Mr.  Hirsh’s  conclusions  and  the 
writer’s  with  respect  to  point  3 are  identical. 

At  its  meeting  on  September  19,  1965,  the 
writer  advised  the  Board  of  all  of  these  matters. 
It  was  the  firm  conviction  of  the  Board  that 
when  (and  without  legal  advice)  the  House  of 
Delegates  adopted  Resolution  10,  it  had  no  inten- 


tion of  doing  anything  illegal  or  improper  or 
anything  which  might  be  so  considered.  The 
Board  was  convinced  that  if  the  House  of  Dele- 
gates had  been  advised  (at  the  time  of  its  last 
meeting ) that  non-participation  was  clearly  law- 
ful only  if  the  decision  to  so  do  was  individually 
and  voluntarily  arrived  at,  it  would  have  refused 
to  pass  Resolution  10.  Instead,  the  House  of 
Delegates  would  have  left  the  matter  for  each 
physician  to  determine  for  himself.  It  was  based 
upon  this  thinking  that  the  resolution  set  forth 
at  the  beginning  of  this  article  was  adopted  by 
your  Board  of  Directors  on  September  19,  1965. 


REPORT  OF  REFERENCE  COMMITTEE  ON 
LEGISLATION  AND  PUBLIC  RELATIONS 
AS  AMENDED  AND  ADOPTED 


by 

AMA  House  of  Delegates 
Special  Convention 
Chicago,  Illinois 
October  3,  1965 


Mr.  Speaker  and  Members  of  the  House  of 
Delegates : 

Your  Reference  Committee  recognizes  the 
serious  nature  of  the  problems  before  this  body 
and  the  decisions  that  must  be  made  on  this  day 
—decisions  which  will  affect  the  future  of  the 
practice  of  medicine  for  generations  to  come. 

Your  Committee  heard  125  witnesses  speak  to 
twenty  separate  subjects  during  seven  and  one- 
half  hours  of  testimony.  Each  witness  spoke 
earnestly,  forcefully,  temperately,  and  with  per- 
sonal concern  for  the  welfare  of  the  patient  in 
these  United  States. 

Because  of  the  special  nature  of  the  subjects 
presented  to  this  Special  Convention  and  the  in- 
terrelationship of  the  resolutions  considered,  your 
Reference  Committee,  in  lieu  of  dealing  with 
each  resolution  separately,  has  considered  the 
intent  and  the  language  of  all  the  resolutions. 
We  believe  it  would  be  more  expedient  and 
practical  to  present  for  adoption  by  this  House 
of  Delegates  a series  of  numbered  comments, 
principles  and  policies  which  express  the  posi- 
tion of  the  American  Medical  Association  on  the 
issues  under  consideration. 


Mr.  Speaker,  we  have  endeavored  to  evaluate, 
carefully  and  objectively,  the  matters  before 
your  Committee,  and  offer  the  following  recom- 
mendations: 

I.  Physician-Patient  Relationship.  Public  Law 
89-97  affects  the  legal,  traditional,  and  ethical 
concepts  of  the  physician-patient  relationship. 

Legal  counsel  for  the  American  Medical  Asso- 
ciation has  stated  that  an  individual  physician 
acting  independently  and  not  in  concert  with 
others  can  lawfully  refuse  to  accept  any  person 
as  a patient  who  is  a beneficiary  under  the  pro- 
gram, or  he  may  elect  to  treat  such  persons. 

Accepted  for  information 
In  response  to  a request  for  an  opinion  by  the 
Speaker,  the  Judicial  Council,  on  October  1, 
1965,  rendered  the  following  opinion: 

The  Principles  of  Medical  Ethics  are  applic- 
able to  physicians  when  they  engage  in  group 
action  as  well  as  when  they  act  individually. 
Section  4 calls  upon  physicians  to  observe  all 
laws.  Accordingly,  medical  organizations  must 
be  mindful  of  the  possible  consequences  of  the 
actions  they  propose,  engage  in  or  encourage. 
Under  ordinary  circumstances,  the  individual 
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physician  acting  independently,  is  ethically  free 
to  select  his  patients.  (See  Section  5 of  the 
Principles. ) ( a ) He  may  decline  to  render  med- 

ical services  to  persons  covered  by  the  “Health 
Insurance  for  the  Aged  Act.”  (b)  He  may 
choose  to  treat  such  persons  without  charge.  ( c ) 
He  may  treat  patients  with  the  advance  under- 
standing that  he  will  look  to  them  exclusively  for 
payment  and  that  he  will  or  will  not  in  any  way 
help  them  in  obtaining  reimbursement  for  the 
cost  of  his  services  or  the  cost  of  associated 
services. 

However,  under  some  circumstances,  the  phy- 
sician’s freedom  to  select  his  patients  may  be 
circumscribed  by  overriding  ethical  considera- 
tions. For  example: 

1.  A physician  should  respond  to  any  request 
for  his  assistance  in  an  emergency. 

2.  Once  having  undertaken  a case,  the  phy- 
sician should  not  neglect  the  patient,  nor 
should  he  withdraw  from  the  case  without 
giving  notice  sufficient  to  allow  the  pa- 
tient to  obtain  another  physician. 

3.  If  a physician  decides  not  to  participate 
in  the  Medicare  program  or  decides  to 
limit  his  participation,  he  should  so  ad- 
vise the  patient  in  advance  of  treatment. 
This  applies  to  services  rendered  by  the 
physician  as  well  as  hospital  services  and 
other  benefits  provided  under  the  pro- 
gram. 

4.  As  provided  in  Section  1 of  the  Principles 
of  Medical  Ethics,  a physician  should  not 
refuse  to  render  medical  services  to  any 
person  if  as  a result  such  person  will  be 
unable  to  get  necessary  medical  care. 

It  should  be  noted  also  that  Section  6 of  the 
Principles  provides  that  “A  physician  should  not 
dispose  of  his  services  under  terms  or  conditions 
which  tend  to  interfere  with  or  impair  the  free 
and  complete  exercise  of  his  medical  judgment 
and  skill  or  tend  to  cause  the  deterioration  of  the 
quality  of  medical  care.”  If  after  regulations  are 
promulgated  and  the  Medicare  law  becomes  ef- 
fective, the  individual  physician  acting  inde- 
pendently and  not  in  concert  with  others,  finds  it 
does  tend  to  impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and  skill  or  to 
cause  a deterioration  of  the  quality  of  medical 
care,  the  individual  physician  would  be  justi- 
fied under  this  Principle  in  not  participating 
under  the  law.  The  physician  is  ordinarily  free 


to  select  his  patients,  subject  to  such  ethical  limi- 
tations as  previously  stated  in  Section  6 of  the 
Principles  of  Medical  Ethics,  the  Bauer  Amend- 
ment, and  in  keeping  with  the  nine  principles  for 
standards  of  health  care  programs  adopted 
A- 1965. 

Accepted  for  information 

In  accepting  the  Judicial  Council’s  opinion, 
as  reported  by  the  Reference  Committee,  the 
House  called  attention  to  the  fact  that  this  opin- 
ion should  be  read  together  with  the  Bauer 
Amendment  (A-1961)  and  the  nine  principles 
for  standards  of  health  care  programs  adopted 
A-1965;  and  that  these  two  items  be  distributed 
with  the  Judicial  Council’s  opinion  on  the  ethics 
involved  in  physician  participation  or  non-par- 
ticipation in  the  Health  Insurance  for  the  Aged 
Act. 

Mr.  Speaker,  your  Reference  Committee  be- 
lieves that  it  is  desirable  for  this  House  to  adopt 
a statement  of  policy  regarding  the  traditional 
physician-patient  relationship  as  it  relates  to 
Public  Law  89-97.  Mr.  Speaker,  we  recommend 
that  the  following  statement  be  adopted: 

The  American  Medical  Association  opposes 
any  program  of  dictation,  interference,  or  coer- 
cion, whether  direct  or  indirect,  affecting  the 
freedom  of  choice  of  the  physician  to  determine 
for  himself  the  extent  and  manner  of  participa- 
tion or  financial  arrangements  under  which  he 
shall  provide  medical  care  to  patients  under 
Public  Law  89-97. 

Adopted  as  Amended 

11.  Regulations  Under  Public  Law  89-97.  It 
was  clear  from  the  testimony  received  by  your 
Reference  Committee  that  the  medical  profes- 
sion has  a vital  interest  in  the  regulations  which 
are  to  be  promulgated  under  Public  Law  89-97. 
Hastily  drawn,  unrealistic  regulations  could  ag- 
gravate even  further  the  undesirable  effects  of 
this  law.  Mr.  Speaker,  we  recommend  the  adop- 
tion of  the  following  statement  as  the  present 
position  and  policy  of  the  American  Medical 
Association: 

(a)  The  American  Medical  Association  shall 
continue  to  meet  with  representatives  of  agencies 
and  departments  of  the  Federal  Government,  to 
participate  in  such  advisory  committees  which 
are  created,  and  to  contribute  whatever  advice 
and  suggestions  are  deemed  advisable  and  neces- 
sary in  the  formulation  and  revision  of  regula- 
tions which  will  help  it  achieve  Medicine’s  ob- 
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jectives  on  behalf  of  the  public  and  the  pro- 
fession. 

(b)  The  American  Medical  Association  urges 
every  physician,  regardless  of  the  extent  of  his 
involvement,  to  render  whatever  advice  and  as- 
sistance he  can  so  that  regulatory  changes  and/ or 
legislative  modifications  may  be  suggested  or 
sponsored  by  the  American  Medical  Association 
in  order  that  the  best  interests  of  the  public 
and  the  profession  may  be  protected  in  the  pro- 
vision of  medical  care. 

(c)  This  House  of  Delegates  expresses  confi- 
dence in  the  Board  of  Trustees  of  the  American 
Medical  Association,  its  Advisory  Committee, 
and  the  three-man  Consultant  Committee  on 
Public  Law  89-97  for  their  continuing  efforts 
to  secure  regulations  which  are  in  the  best  in- 
terests of  good  patient  care. 

Adopted  as  Amended 

Mr.  Speaker,  your  Reference  Committee  next 
considered  a number  of  items  related  to  the 
primary  subjects  under  consideration: 

III.  Certification  by  Physicians.  Your  Refer- 
ence Committee  recommends  the  adoption  of 
the  following  statement  of  policy: 

Current  practices  and  customary  procedures 
with  respect  to  certification  for  hospital  admis- 
sion and  care  shall  be  continued  under  Public 
Lar  89-97.  The  AMA  Advisory  Committee  and 
the  Association  representatives  to  the  technical 
advisory  committees  are  advised  to  seek  to  ac- 
complish this  objective. 

Adopted 

/V.  Blue  Shield  as  Intermediary.  Regulations 
yet  to  be  promulgated  will  identify  the  nature 
of  intermediaries  under  Public  Law  89-97.  Your 
Committee  offers  the  following  statement: 

Blue  Shield  has,  in  many  areas,  demonstrated 
its  ability  to  provide  a competent  insurance  pro- 
gram. However,  the  AMA  should  leave  to  the 
state  or  appropriate  local  medical  society,  as  the 
case  may  be,  the  expression  of  any  preference 
for  selection  of  a carrier. 

Adopted 

V.  Reasonable  Fees.  Concern  was  expressed 
with  respect  to  possible  disputes  between  physi- 
cians and  carriers  relative  to  reasonable  fees 
under  the  provisions  of  Public  Law  89-97.  We 
recommend  the  following  statement  of  policy: 

In  the  event  of  a dispute  between  physicians 
and  carriers  with  respect  to  reasonable,  custom- 
ary, or  usual  fees,  such  disputes  shall  be  resolved 


with  the  participation  of  the  appropriate  local 
medical  society. 

Adopted 

VI.  Utilization  Review.  Differences  of  opinion 
as  to  the  purpose  of  utilization  review  commit- 
tees were  expressed.  However,  there  was  gen- 
eral agreement  that  with  respect  to  the  compo- 
sition of  such  committees,  the  limitation  of  mem- 
bership to  include  only  physicians  is  preferred. 
Accordingly,  we  recommend  the  following  state- 
ment to  the  House: 

Hospital  utilization  review  committees  shall  be 
composed  of  practicing  physicians. 

Adopted  as  Amended 

Your  Reference  Committee  understands  that 
the  Council  on  Medical  Service  will  conduct  a 
conference  on  the  subject  of  utilization  review 
committees  on  November  27  in  Philadelphia. 
Recognizing  the  importance  of  this  subject  mat- 
ter, your  Reference  Committee  recommends  that 
Resolutions  No.  8,  18,  and  35  be  referred  to  the 
Council  on  Medical  Service  with  instructions  that 
that  Association’s  Advisory  Committee  as  well 
as  the  Board  of  Trustees  and  the  House  of  Dele- 
gates be  kept  informed  of  developments  in  this 
area. 

Adopted 

VII.  Compensation  for  Medical  Services.  Your 
Reference  Committee  believes  that  the  physician 
should  be  informed  fully  as  to  the  merits  and 
limitations  of  billing  patients  directly  for  services, 
or  accepting  an  assignment  to  enable  payment  by 
a federally  designated  fiscal  intermediary,  so  that 
the  physician  can  decide  for  himself  in  each 
instance  the  method  of  compensation  which  he 
prefers.  We  recommend  that  the  Association 
take  appropriate  action  to  inform  physicians 
regarding  the  options  of  payment  for  services 
available  to  them  under  the  law  and  its  regu- 
lations. 

Adopted  as  Amended 

VIII.  Shortage  of  Hospital  Beds.  The  Oregon 
Delegation  requested  a survey  of  the  probable 
shortage  of  hospital  and  related  facility  accom- 
modations which  may  occur  as  a result  of  the 
implementation  of  Public  Law  89-97.  It  also 
called  for  the  development  of  a mechanism 
under  which  sufficient  accommodations  for  the 
acutely  ill,  injured,  or  those  in  need  of  elective 
procedures  will  be  reserved. 

It  is  your  Reference  Committee’s  understand- 
ing that  this  subject  is  under  active  considera- 
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tion  by  the  Council  on  Medical  Service.  Your 
Committee  accordingly  recommends  that  this 
matter  be  referred  to  the  Council  for  appro- 
priate action. 

Adopted 

IX.  Legal  Opinion  by  AMA  Counsel.  Your 
Reference  Committee  was  greatly  impressed  by 
the  candid,  forthright  presentation  by  Mr.  A. 
Leslie  Hodson,  legal  counsel  for  the  American 
Medical  Association.  We  believe  that  his  re- 
marks should  be  made  available  to  all  constituent 
associations  for  their  information  and  study.  We 
believe  that  this  will  engender  a better  under- 
standing of  the  legal  limitations  which  face  all 
medical  organizations  and  the  medical  profes- 
sion. Your  Reference  Committee  recommends 
that  the  remarks  of  Mr.  Hodson  be  distributed 
to  the  constituent  associations. 

The  House  instructed  the  Roard  of  Trustees 
to  implement  this  action  at  the  earliest  possible 
date. 

X.  Non-Discrimination  Under  Federally  As- 
sisted Health  Care  Programs.  Witnesses  testi- 
fied that  a number  of  state  agencies  require 
pledges  of  non-discrimination  for  the  ostensible 
purpose  of  meeting  the  requirements  of  title  VI 
of  the  Civil  Rights  Act.  Comments  received 
were  justifiably  bitter  in  view  of  the  profession’s 
record  of  non-discrimination  in  patient  care. 

Your  Reference  Committee  has  been  informed 
that  the  Department  of  Health,  Education,  and 
Welfare  has  recognized  the  injustice  of  these 
state  agency  requirements  and  has  recommended 
a substantial  modification  of  this  practice.  Your 
Reference  Committee  believes  that  this  matter 
should  receive  continuing  surveillance. 

Although  the  Reference  Committee  recom- 
mended that  this  subject  be  referred  to  the 
Board  of  Trustees  for  continuing  study  by  the 
Association’s  Law  Department,  the  House  did 
not  concur  and,  in  response  to  a motion  from 
the  floor,  adopted  Resolution  No.  1.  (Resolution 
No.  1 attached) 

XI.  Separation  of  Professional  Fees  and  Hos- 
pital Charges.  Mr.  Speaker,  we  offer  the  follow- 
ing statement  of  policy  for  consideration  by  the 
House: 

Hospital-based  medical  specialists  are  en- 
gaged in  the  practice  of  medicine.  The  fees  for 
the  services  of  such  specialists  should  not  be 
merged  with  hospital  charges.  The  charges  for 
the  services  of  such  specialists  should  be  estab- 


lished, billed  and  collected  by  the  medical  spe- 
cialist in  the  same  manner  as  are  the  fees  of 
other  physicians.  The  American  Medical  Asso- 
ciation intends  to  continue  vigorously  its  efforts 
to  prevent  inclusion  in  the  future  of  the  profes- 
sional services  of  any  practicing  physician  in 
the  hospital  service  portion  of  any  health  care 
legislation. 

Adopted  as  Amended 

Mr.  Speaker,  the  policy  statements  herein  pre- 
sented to  the  House  for  its  action  are  intended 
to  respond  to  the  specific  problems  placed  be- 
fore this  Reference  Committee.  We  are  certain 
that  more  definitive  statements  on  Public  Law 
89-97  will  be  adopted  by  this  House  as  regula- 
tions are  promulgated  and  as  the  program  is 
implemented.  But  lest  we  be  misunderstood, 
your  Committee  wishes  to  clearly  emphasize 
that  none  of  its  recommendations  should  be  con- 
strued as  approval  of  Public  Law  89-97,  or  in  any 
way  as  acceptance  of  its  philosophy. 

Dr.  James  Z.  Appel,  in  his  remarks  as  Presi- 
dent, told  of  his  awareness  of  the  problems  be- 
fore us.  Dr.  Appel  spoke  in  his  own  behalf,  but 
his  comments  reflect  your  Committee’s  feelings 
as  well. 

We  congratulate  him  on  his  statesmanlike  pre- 
sentation, and  we  commend  to  each  delegate  the 
written  transcript  of  his  remarks. 

Dr.  Appel  reminded  us  that,  “Ours  is  a profes- 
sion which  must  remain  unified.”  “Ours  is  a pro- 
fession which  must  remain  unified,”  echoed 
many  a speaker  before  your  Reference  Commit- 
tee. These  expressions  of  unity  were  voiced 
time  and  time  again. 

How  shall  we  best  maintain  unity? 

The  Board  of  Trustees,  in  its  report  to  this 
House,  detailed  in  chronological  order  its  ef- 
forts and  experiences  since  the  Annual  Conven- 
tion in  June  1965.  Your  Committee  heard  many 
witnesses  testify  to  the  good  work  of  the  Board, 
to  its  devotion,  and  to  its  strength  during  these 
difficult  times.  To  these  unanimous  expressions 
of  confidence,  your  Committee  adds  its  own. 
But  we  would  not  stop  here.  The  leadership  of 
the  American  Medical  Association  has  been  test- 
ed under  fire.  In  difficult  and  crucial  times, 
our  officers  and  the  Board  have  responded  to 
legislative  crises  with  courage  and  conviction. 
Years  of  withstanding  the  onslaught  of  the  Medi- 
care proponents  did  not  weaken  or  lessen  the 
determination  of  our  officials. 
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The  enactment  of  Public  Law  89-97  would 
have  come  long  before  were  it  not  for  the  leader- 
ship of  our  Board  and  Officers. 

Nor  should  we  fail  to  gratefully  acknowledge 
the  dedication,  the  inexhaustible  effort,  and  the 
guidance  provided  by  Dr.  Blasingame  and  Dr. 
Howard,  our  Executive  and  Assistant  Executive 
Vice  Presidents. 

We  believe  that  the  members  of  this  House  of 
Delegates  would  profit  from  a current  report 
of  the  Association  affairs,  its  programs,  facilities, 
and  personnel.  Mr.  Speaker,  your  Reference 
Committee  recommends  that  Dr.  Blasingame  be 
invited  to  make  such  a presentation  at  the  Clin- 
ical Meeting  in  Philadelphia. 

Adopted 

Mr.  Speaker,  before  closing  this  report,  your 
Committee  would  acknowledge  some  additional 
testimony  received  during  the  course  of  its  hear- 
ing. Some  speakers  complained  of  inadequate 
knowledge  of  the  activities  of  the  Board,  Coun- 
cils and  Committees  of  the  Association.  We  be- 
lieve that  wherever  the  fault  may  be  found,  it 
must  be  shared  by  many.  Undoubtedly,  the 
Association  should  strive  to  continue  to  improve 
all  means  of  communication  available  to  it  so 
that  each  physician  member  will  be  kept  well  in- 
formed on  important  matters.  But  each  physi- 
cian must  be  willing  to  receive  the  information 
beamed  his  way  — through  news  releases,  the 
weekly  AMA  News,  and  other  AMA  journals, 
publications,  and  communications.  Finally, 
some  of  the  fault  must  be  shared  by  those  state 
societies,  or  local  medical  societies,  who  at  times 
receive  the  news  from  the  AMA  but  fail  to  relay 
it  to  their  members. 

In  Resolution  No.  3 and  in  other  remarks  of 
witnesses,  the  Board  and  the  House  of  Delegates 
were  asked  to  consider  the  need  for  long-range 
planning.  Your  Committee  believes  that  plan- 
ning for  the  future  should  be  an  integral  part  of 
the  activities  of  each  AMA  Council  and  Com- 
mittee, as  well  as  of  the  Board.  While  we  rea- 
lize that  planning  is  a continuing  and  on-going 
program  in  the  AMA,  we  would  urge  that  the 
Board  of  Trustees  take  steps  to  assure  that  efforts 
in  this  regard  be  stressed  even  more  by  the  Coun- 
cils and  Committees.  Society  is  in  constant  flux 
and  the  American  Medical  Association  must  be 
prepared  to  meet  the  challenge  of  our  times. 

In  still  other  remarks,  the  need  for  active 
physician  participation  in  political  activity  re- 


mains clear.  Your  Reference  Committee  recom- 
mends that  the  House  urge  constituent  medical 
societies  and  physicians  to  support  and  assist 
AMPAC  and  local  medical  political  action  com- 
mittees in  their  efforts  to  elect  candidates  to  of- 
fice who  will  help  preserve  the  physician’s  right 
to  the  free  and  independent  practice  of  medicine. 

In  conclusion,  Mr.  Speaker,  the  members  of 
your  Reference  Committee  have  been  privileged 
to  act  in  the  capacity  assigned  to  them.  We 
know  that  in  these  trying  times,  the  physicians 
of  America  will  stand  togetter  and  serve  together 
in  the  best  interests  of  their  patients. 

As  a point  of  personal  privilege,  Mr.  Speaker, 
I wish  to  express  my  gratitude  to  each  member 
of  the  Committee  for  his  patience,  and  for  his 
diligent  effort  in  discharging  the  monumental 
task  asigned  to  him. 

Submitted  by: 

George  L.  Lawrence,  Jr.,  M.D., 

New  York 

George  W.  Petznick,  M.D.,  Ohio 
Harvey  Renger,  M.D.,  Texas 
John  M.  Rumsey,  M.D., 

California 

B.  E.  Montgomery,  M.D., 

Illinois,  Chairman 


TEST  EVERY  PATIENT 
FOR  DIABETES 
DIABETES  WEEK, 
NOVEMBER  14  - 20 

The  importance  of  diabetes  in  medical  prac- 
tice is  indicated  by  the  fact  that  in  the  United 
States  there  are  more  than  2,000,000  persons 
known  to  have  diabetes.  Perhaps  of  even  greater 
significance  is  the  estimate  that  there  are  about 
1,400,000  individuals  who  have  urecognized  dia- 
betes. The  potential  danger  to  this  latter  group, 
in  whom  the  complications  of  diabetes  may  af- 
fect the  course  of  other  illness,  is  obvious. 


926 


Arizona  Medicine 


DR.  LAING  RECEIVES  AWARD 


Clarence  R.  Laing,  M.D.,  was  recently  selected 
as  outstanding  physician  of  the  year  in  rehabili- 
tation service  to  the  handicapped 

Dr.  Laing,  active  in  medical  community  af- 
fairs for  many  years,  adds  this  to  a long  list  of 
awards  and  activities  which  include: 

Pediatrician-Director  — Child  Evaluation  Cen- 
ter Maricopa  County  Health  Department. 

Medical  Consultant  — Valley  of  the  Sun  School 
for  Handicapped  Children. 

Board  of  Directors  — Maricopa  County  Coun- 
cil for  Retarded  Children. 


Board  of  Directors  — March  of  Dimes,  Mari- 
copa County  Branch. 

Medical  Advisory  Board  — Cerebral  Palsy 
Association. 

Awards  and  Citations: 

January  29,  1965  — Award  for  Distinguished 
Public  Service  Maricopa  County  Medical  Society. 

September  16,  1965  — Award  from  Mayor’s 
Committee  on  Employ  the  Handicapped. 

October  5,  1965  — Citation  of  Merit  — Gover- 
nor of  Arizona  for  Work  on  Governor’s  Advisory 
Council  on  Mental  Retardation. 

October  7,  1965  — Presidential  Citation  for 
Work  with  the  Handicapped. 

The  medical  profession  is  justifiably  proud  of 
the  outstanding  efforts  of  Dr.  Laing  and  con- 
gratulates him  on  his  continuing  efforts. 


DAVID  BISHOP  FROM  UCLA  IS  UA  MEDICAL 

COLLEGE  LIBRARIAN 


David  Bishop,  former  biomedical  serials  li- 
brarian at  the  University  of  California  at  Los 
Angeles,  joined  the  University  of  Arizona  Col- 
lege of  Medicine  faculty  Sept.  1 as  librarian. 

Bishop,  born  in  Newfoundland  37  years  ago, 
has  extensive  experience  and  formal  training  in 
medical  bibliography.  The  UA  medical  library 
will  be  in  the  basic  sciences  building  scheduled 
for  completion  in  1967.  It  will  be  the  first  UA 
medical  college  building. 

Initial  planning  for  the  library,  Bishop  said, 
“calls  for  25,000  volumes  at  opening  with  a grad- 
ual build-up  to  120,000  volumes.’’  The  latter 
figure  “will  permit  service,  probably  on  a 24- 
hour  basis,  to  UA  students  and  faculty  as  well  as 
the  entire  Arizona  community,”  he  noted. 

Other  features  of  the  open-stack  library,  will 
be  located  in  second  and  third  floor  areas, 
Bishop  said,  “will  include  individual  carrels  and 
group  study  rooms,  microform,  audio,  and  typing 


rooms,  and  photocopy  services.”  Catalog  libra- 
rian Thomas  Higdon  is  assisting  Bishop. 

Bishop,  who  began  library  work  in  1950  as 
student  assistant  at  the  Nova  Scotia  Research 
Foundation  , received  the  B.A.  degree  with  a 
major  in  economics  in  1952  at  Dalhousie  Uni- 
versity, Halifax.  He  earned  the  M.S.  cum  laude 
in  library  science  in  1958  at  Columbia  University 
and  received  special  training  in  medical  bibliog- 
raphy at  the  College  of  Physicians  and  Surgeons 
in  New  York. 

Following  1952-57  work  in  British  Columbia 
as  an  engineering  inspector  Bishop,  who  is  a 
resident  alien  in  the  U.S.,  was  head  reference 
librarian  at  the  Los  Angeles  County  Medical 
Association  Library  from  1958  to  1961.  He  served 
UCLA’s  Biomedical  Library  as  dental  librarian, 
1961-63,  and  as  serials  librarian,  1963-65.  At 
UCLA  he  built  the  School  of  Dentistry’s  library 
and  helped  develop  the  computer  serials  record 
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as  serials  librarian. 

Bishop  is  the  author  or  co-author  of  seven  ar- 
ticles and  reports  on  his  specialty.  He  is  on  the 
editorial  committee  of  the  Medical  Library  As- 
sociation and  also  a member  of  the  Special 
Libraries  Association,  American  Library  Asso- 
ciation, Arizona  State  Library  Association  and 
Arizona  Academy  of  Science. 

SIXTH  ANNUAL  SAMA 
SCIENTIFIC  FORUM 
ANNOUNCED 

CHICAGO:  The  opportunity  for  the  presenta- 
tion of  original  research  papers  by  medical  stu- 
dents, interns  and  residents  from  throughout  the 
nation  comes  with  the  announcement  of  the  6th 
SAMA-Mead  Johnson. 

A nationally  known  committee  of  medical  edi- 
tors and  authors  will  select  the  ten  best  papers 
from  those  submitted  by  the  January  1,  1966 
deadline  for  the  awards  which  consist  of  checks, 
plaques  and  in  the  case  of  the  three  Grand 
Award  winners’  expense-paid  trips  to  the  An- 
nual Meeting  of  SAMA  to  be  held  in  Los  An- 
geles in  May  1966. 

The  Grand  Award  paper  also  earns  the  oppor- 
tunity to  deliver  the  manuscript  at  the  1966 
Scientific  Session  of  the  American  Medical  As- 
sociation held  in  Chicago  in  June. 

Full  details  and  applications  for  the  Forum 
are  available  from  SAMA  headquarters,  1110 
Ridge  Road,  Homewood,  Illinois  60430. 

MORE  ON  NON-DISCRIM- 
INATION AGREEMENT 

HEW,  despite  strong  efforts  by  Ohio  State 
Medical  Association  and  Ohio  Department  of 
Public  Welfare,  insists  the  Ohio  Department 
require  physicians  sign  statements  that  they  will 
comply  with  the  provisions  of  the  Civil  Rights 
Act  and  its  regulations.  Otherwise,  physicians 
will  not  be  paid  for  their  services  to  welfare  pa- 
tients under  federally-assisted  programs. 

HEW  summarily  told  Ohio  Department  of 
Public  Welfare  that  this  must  be  done  or  HEW 
would  withhold  federal  matching  funds  from 
Ohio’s  welfare  programs. 

Ohio  Department  of  Public  Welfare  mailed 


agreements  in  early  July  to  physicians,  request- 
ing signed  agreements  be  returned  by  July  15th. 
The  agreement  read  that  the  undersigned  phy- 
sician, “having  been  fully  informed  of  the  prac- 
tices prohibited  by  Title  VI  of  the  Civil  Rights 
Act  of  1964,  hereby  agrees  to  comply  with  the 
provisions  of  the  Act  and  regulations  pursuant 
thereto.” 

Ohio  State  Medical  Association  objected  to 
the  Department  of  Public  Welfare,  which  read- 
ily agreed  to  seek  a solution  to  the  problem. 
Ohio  State  Medical  Association  suggested  three 
different  statements  on  three  different  occasions. 
These  statements  were  accepted  by  the  Ohio 
Department  but  rejected  by  the  Federal  depart- 
ment. 

Ohio  State  Medical  Association’s  position  was 
and  is  that  the  Principles  of  Medical  Ethics 
more  than  cover  any  question  of  discrimination, 
and  that  any  demand  that  a physician  sign  a so- 
called  agreement  that  he  will  abide  by  a law  is, 
in  effect,  an  effort  to  classify  physicians  as 
“second-class  citizens.’’  It  is  the  Association’s 
position  that  laws  apply  equally  to  all  citizens. 

It  is  strongly  recommended  that  a physician 
defer  signing  such  an  agreement  with  any 
agency,  government  or  non-government,  until 
he  has  obtained  a copy  of  the  Civil  Rights  Act 
and  all  regulations  pursuant  thereto;  until  he 
has  studied  the  material  thoroughly,  and  until 
he  has  obtained  from  his  own  legal  counsel 
advice  as  to  the  possible  effects  of  such  sign- 
ing on  his  personal  rights  and  on  the  conduct 
of  his  practice.  After  carrying  out  these  steps, 
the  physician  then  should  be  sufficiently  in- 
formed to  make  his  own  decisions  in  the  matter. 


ARIZONA 

RADIOLOGICAL 

SOCIETY 

Current  officers  of  this  society  are  J.  Garland 
Wood,  M.D.,  President,  Flagstaff;  Edward  L. 
Batts,  M.D.,  Vice  President,  Phoenix,  and  George 
A.  Gentner,  M.D.,  Secretary-Treasurer,  Phoenix. 
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TO:  ALL  MEMBERS  OF 
THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

SUBJECT:  NON-PARTICIPATION  IN 
FEDERAL  MEDICAL  PROGRAMS  NOT 
FOR  THE  PUBLIC  GOOD 

Dear  Doctor: 

The  House  of  Delegates  of  The  Arizona  Medi- 
cal Association,  Inc.,  in  regular  meeting  held 
Saturday,  May  1,  1965,  considered  and  adopt- 
ed a resolution  relating  to  “Non-Participation” 
in  Federal  programs  providing  medical  care  not 
for  the  public  good.  A copy  of  this  resolution  was 
forwarded  to  you  under  date  of  May  11,  1965. 

Since  the  enactment  by  the  89th  Congress  of 
Public  Law  89-97  (H.R.  6675),  July  30,  1965, 
“an  act  to  provide  a hospital  insurance  program 
for  the  aged  under  the  Social  Security  Act  with 
a supplementary  medical  benefits  program  and 
an  expanded  program  of  medical  assistance,  to 
increase  benefits  under  the  Old-Age,  Survivors, 
and  Disability  Insurance  System,  to  improve  the 
Federal-State  public  assistance  programs,  and 
for  other  purposes,”  an  opportunity  has  been 
afforded  to  review  its  content  both  by  members 
of  this  Association  and  counsel,  the  following 
action  was  taken  by  the  Board  of  Directors  of 
this  Association  in  meeting  held  September  19, 
1965. 

“That  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  recommend  to  the 
House  of  Delegates  that  at  its  next  meeting  it 
rescind  Resolution  10  and  substitute  in  its 
place  a resolution  that  will  make  it  clear  that 
the  Arizona  Medical  Association  takes  no 
stand  whatever  on  the  subject  of  “Non-Parf- 
ticipation”  under  Medicare,  and  which  reso- 
lution will  be  designed  to  give  the  greatest 
possible  freedom,  consistent  with  safety  to 
the  Arizona  Medical  Association,  for  each  in- 
dividual doctor  to  decide  for  himself  what  his 
activities  will  and  will  not  be  with  respect  to 
the  Medicare  legislation  and  the  attendant 
rules.” 

Cordially, 

THE  ARIZONA  MEDICAL  ASSOCIATION, 
INC. 

Charles  E.  Henderson,  M.D. 

Secretary 


SAMA-SQUIBB 

SCIENTIFIC  EXHIBIT 
AWARDS  ANNOUNCED 

CHICAGO:  The  recognition  of  communica- 
tion through  the  use  of  the  scientific  exhibit  is 
the  basis  for  the  1966  SAMA-Squibb  Scientific 
awards  program  announced  today  by  James  P. 
Moss,  Louisville,  Kentucky,  President  of  the 
Student  American  Medical  Association. 

The  program  which  is  in  its  third  year  is 
made  possible  through  a grant-in-aid  from  E.  R. 
Squibb  & Sons  and  provides  cash  and  travel 
awards  for  ten  semi-finalists  from  medical  stu- 
dent, intern  and  resident  applications  received 
before  the  January  31,  1966  deadline. 

A committee  of  medical  educators  will  select 
five  medical  student  exhibits  and  five  from  the 
house  staff  population  to  present  their  work  at 
the  1966  meeting  of  SAMA  to  be  held  in  Los 
Angeles  in  May.  The  semi-finalists  will  receive 
checks  for  $500  and  gold  medals  for  their  accom- 
plishments. 

Two  Grand  Awards,  one  in  each  category, 
will  be  named  from  the  semi-finalists  and  these 
exhibits  will  be  featured  in  the  world  famed 
Scientific  Exhibit  of  the  American  Medical  As- 
sociation to  be  held  in  Chicago  in  June  1966. 
In  addition  the  Grand  Award  Winners  will  re- 
ceive $750. 

Full  details  of  the  award  program  are  avail- 
able from  the  Executive  Director  of  SAMA,  1910 
Ridge  Road,  Homewood,  Illinois.  60430. 

BOARD  OF  MEDICAL 
EXAMINERS  - STATE 
OF  ARIZONA 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona,  at  a regular  meeting  held  Saturday, 
August  14,  1965,  issued  licenses  to  practice  medi- 
cine in  the  State  of  Arizona  to  the  following 
doctors  of  medicine. 

License 

No.  Name  Address 

4475  ACKERMAN,  Robert  W.  ( GP ) , Maricopa 
Co.  Gen.  Hospital,  Phoenix. 

4476  ALMER,  Eugene  R.  (P),  Johns  Hopkins 
Hosp.,  Baltimore,  Md. 


November,  1965 


929 


4477  BARBER,  Jorgen  L.  (ANES),  1313  North 
2nd  Street,  Phoenix. 

4478  BARTLETT,  Jr.,  Clyde  D.  (P),  Arizona 
State  Hospital,  Phoenix. 

4479  BAUM,  Frederic  W.  ( PH-PD ) , Ariz.  State 
Dept,  of  Health,  Phoenix. 

4480  BRENNER,  Paul  H.  (OBG),  Metropoli- 
tan Hosp.,  New  York,  New  York. 

4481  CORZINE,  Donald  L.  (I),  4510th  USAF 
Hosp.,  Luke  AFB,  Arizona. 

4482  DALE,  Richard  (S),  1400  Fell  St.,  San 
Francisco,  Calif. 

4483  ENGVALL,  William  R.  (GP),  1500  Wil- 
liamson, Winslow,  Arizona. 

4484  FAVATA,  James  V.  (I),  Arizona  State 
Hospital,  Phoenix. 

4485  GALLAGHER,  Robert  (OBG),  9210  Co- 
lima Rd.,  Whittier,  Calif. 

4486  GEORGE,  Edward  (GP),  Good  Samar- 
itan Hospital,  Phoenix. 

4487  GOLDSMITH,  Melvyn  L.  (OR),  9200 
North  3rd  Street,  Phoenix. 

4488  HUBER,  Roderie  S.  (I),  U.S.  Army  Hosp., 
Ward  3,  Ft.  Huachuca. 

4489  HUFFMAN,  Kenneth  L.  (OR),  500  West 
10th  Place,  Mesa,  Arizona. 

4490  JARKOWSKI,  Thadeus  L.  (PATH),  Tuc- 
son Medical  Center,  Tucson,  Arizona. 

4472  JUDGE,  Vincent  (P),  1158  East  Missouri 
Avenue,  Phoenix. 

4491  KARTCHNER,  Keith  D.  (GP-ANES), 

Drawer  K,  Kartchner  Clinic.  Benson.  Ariz. 

4492  LEAKE,  Jordan  T.  (ANES),  909  East 
Brill  St.,  Phoenix. 

4493  LEGLER,  Jeannette  J.  (GP),  St.  Joseph’s 
Hospital,  Phoenix. 

4453  LILLY,  Ralph  B.  (N),  Barrow  Neuro- 
logical Institute,  Phoenix. 

4454  LUTHER,  Richard  W.  (GP),  University 
of  Arizona,  Tucson. 

4455  McGEE,  Michael  D.  (PD),  USPHS  Indi- 
an Hosp.,  Phoenix. 

4456  MERRING,  Leroy  L.  (GP),  St.  Joseph’s 
Hospital,  Phoenix. 

4457  MILSTEIN,  Stanley  (ALR),  2901  South 
Parkway,  #1002,  Chicago,  111. 

4458  PORTER,  Doran  V.  (GP),  503  5th  Ave- 
nue, Safford,  Arizona. 

4459  POTHOFF,  Frans  H.  ( GP ) , Veterans  Ad- 
ministration Hosp.,  Tucson. 

4460  PUTNAM,  Edward  V.  (GP),  Yuma  Co. 
Clinic,  Avenue  A,  Yuma,’  Ariz. 


4461  RICHARDSON,  Newell  K.  (R),  1603 
North  Tucson  Blvd.,  Tucson. 

4462  RIGG,  Robert  W.  (OPH),  600  Center 
Avenue,  Grand  Junction,  Colo. 

4474  ROTH,  Ronald  R.  (GP),  360  E.  Roeser 
Road,  #20A,  Phoenix. 

4463  SHAPIRO,  Lola  M.  P.  (PATH),  Good 
Samaritan  Hospital,  Phoenix. 

4464  SHILL,  Wilson  T.  (OBG-GP),  Good  Sa- 
maritan Hospital,  Phoenix. 

4465  STADEM,  Clifford  J.  (GP),  Twin  Valley 
Med.  Ctr.,  Twin  Valley,  Minn. 

4466  SUN,  David  C-H.  (GE),  1901  East  Mis- 
souri Ave.,  Phoenix. 

4473  TRETBAR,  Harold  C.  (I),  Veterans  Ad- 
ministration Hosp.,  Tucson. 

4467  VAN  BUSKIRK,  Richard  W.  (R),  218  E. 
Stetson  Drive,  Scottsdale,  Ariz. 

4468  WEINSTEIN,  Alan  S.  ( D ) , 562  First  Ave- 
nue, New  York,  New  York. 

4469  WILCOX,  Martin  W.  (GP),  Grand  Can- 
yon Hospital,  Grand  Canyon,  Ariz. 

4470  WITTMANN,  Anna  - Louise  (PATH), 
Maricopa  Co.  Gen  Hosp.,  Phoenix. 

4471  WOMACK,  Jr.,  William  R.  (GP-PD), 
1925  West  I,  Ontario,  California. 


PROTEX-PETTE 


Bacteriology 


Sterilizes  and  maintains  bac- 
teriology pipettes. 

Eliminates  wrapping,  auto- 
claving, and  unwrapping 
for  use. 

Portable:  within  laboratory 
and  for  field  work. 

Attractive. 


Permanent  with  normal  use. 


Holds  150#-  pipettes  readily  available  for 
use. 


Price:  $26.95,  F.O.B.,  Mesa,  Arizona 

Other  Protex-Pettes  available: 


Chemistry  (250— |—)  $23.95 

Serology  (150+)  $22.75 

Hematology  $20.70 


DOWELL  LABORATORIES 

99  S.  Hibbert 
(18  years  in  Mesa,  Arizona) 

Ph.  964-7151 
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MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  & MEXICO 


TENTH  ANNUAL  REUNION  OF  THE  MEDICAL 
SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


The  Steering  Committee  of  the  Medical  Soci- 
ety of  the  United  States  and  Mexico  has  chosen 
the  18th,  19th  and  20th  of  November  1965  for 
our  Tenth  Annual  Reunion  in  Hermosillo,  So- 
nora. 

Plans  for  the  scientific  program  are  nearing 
completion.  A wide  variety  of  papers  and  panel 
discussions  by  physicians  by  both  countries  will 
be  presented. 

We  will  have  an  opportunity  to  savor  the  tra- 
ditional warm  Mexican  hospitality,  and  recrea- 
tional activities  including  a bowling  tournament 
and  a turkey  shoot  which  are  to  be  introduced  in 
the  social  program. 

On  the  21st  of  November  a trip  to  Guaymas 
is  scheduled.  This  will  include  a sight-seeing 
tour  around  the  city  and  the  bay,  with  lunch  at 


the  Hotel  Playa  de  Cortez. 

Hermosillo  has  many  fine  hotels,  including 
the  San  Alberto,  Hotel  De  Anza  and  Motel  Gan- 
dara.  We  are  now  negotiating  with  the  hotels, 
trying  to  get  special  rates  for  all  members. 

Transportation  to  Hermosillo  is  easy  by  plane 
or  auto.  The  roads  are  paved  all  the  way,  and 
the  distance  from  Nogales,  Sonora,  can  be  cov- 
eral  easily  in  three  hours  by  car.  There  is  daily 
plane  service  between  Tucson  and  Hermosillo. 
the  flight  leaving  Tucson  at  10:50  AM  with  ar- 
rival in  Hermosillo  at  12  Noon. 

Let  s make  definite  plans  to  attend,  combining 
a fine  scientific  meeting  with  a marvelous  vaca- 
tion. For  additional  program  information,  reser- 
vations, etc.,  please  contact  James  D.  Nauman, 
M.D.,  1603  N.  Tucson  Boulevard,  Tucson,  Ari- 
zona. 


Here  are  but  a few 

William  Osborn,  M.D. 

Cineradiography  of  the  Bladder  Neck 

Milton  Dworin,  M.D. 

Paper  on  Allergy 

James  Parsons,  M.D. 

Autoinmunity  Diseases  and  Tissue  Culture 

Benjamin  Walske,  M.D. 

Hypothermia  in  the  Treatment  of  Duodenal 
Ulcer 

S.  V.  Hilts,  M.D. 

Radioisotope  Scanning  in  Clinical  Conditions 

Donald  Rochlin,  M.D. 

Allen  Clemenger,  M.D. 

Paper  on  Amniography 

F.  de  Leon,  M.D. 

Extraintestinal  Localizations  of  Amebiasis 


of  the  speakers  and  topics: 

A.  Valenzuela,  M.D. 

Complications  of  Biliary  Surgery 

Maxwell  Lockie,  M.D. 

New  Drugs  with  Long  Futures 

Ralph  Stuck,  M.D. 

Cervical  Disc  and  Disc-like  problems 

Henry  J.  Zettelman,  M.D. 

Paper  on  Gynecology 

R.  Guevara  V.,  M.D. 

Ascaridiasis  in  the  Biliary  Tree 

Carolos  Tapia  Telles,  M.D. 

Cadaver  Bone  Grafting  in  the  Sonora  State 
Hospital 

Robert  Anderson,  M.D. 

Atrial  Physiology 

G.  Ruiz  Burguete,  M.D. 

Results  in  the  Treatment  of  Tetanus 
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The  cpain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
Umpirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  1/2. 

Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y.} 
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When  doctors  talk  to  doctors... 


Je$tuart 

formula8 

Multivitamin-Mineral  Maintenance  Therapy 

prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 


"Multivitamin  formulas? — well  there’s  Stuart 
Formula  and  — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less." 


"Where  can  you  get  a decent  liquid  multivitamin 
that’s  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don't  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


"Why  don't  you  try  prescribing  a physician's 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won't  need  all 
that  door-to-door  food-fad  nonsense.” 


"Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid — my  kids  take  it  every  day.” 


Give  them  any  sample  you've  got,  but  first 
check  to  see  if  we  have  any  Stuart  Formula.” 


“Take  him  off  the  yogurt!  Put  him  on  Stuart 
Formula — you  can  be  sure  it’s  complete.” 


"Why,  I can’t  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors.” 


"The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 
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FUTURE 

MEDICAL  MEETINGS 


SECOND  SYMPOSIUM  ON  COCCIDIOIDOMYCOSIS 


February,  1957,  a symposium  on  coccidioi- 
domycosis was  held  in  Phoenix.  This  three-day 
conference  was  held  “in  order  to  disseminate 
currently  available  information  and  to  present 
the  most  recent  advances  resulting  from  research 
studies.”  The  proceedings  of  this  meeting  of 
eminently  qualified  authors  and  participants  was 
published  by  U.S.P.H.S.,  Publication  #575.  Ari- 
zona participants  were  Doctors  Coleman,  Far- 
ness, Hugenholtz,  Meis,  Melick,  Salsbury,  Sch- 
wartzman,  Scogins;  and,  Doctors  (DVM)  Mad- 
dy,  Prchal,  Reid;  and  Crecelius,  Ph.D.  It  was 
proposed  that  a second  symposium  be  held  in 
approximately  five  years. 

December  8-9-10,  1965  are  the  dates  for  the 
second  meeting  at  the  TowneHouse  in  Phoenix. 
The  objective  of  presenting  current  thinking  in 
epidemiology,  ecology,  immunology,  pathology, 
diagnosis  and  treatment  will  be  maintained.  The 
participants  will  include  many  who  were  pres- 
ent at  the  first  symposium.  However,  this  meet- 
ing adds  international  significance  with  partici- 
pants from  Argentina,  Venezuela,  Guatemala, 
Mexico  and  England. 

In  1959,  Clarence  G.  Salsbury,  M.D.,  then  Ari- 
zona Commissioner  of  Health,  wrote:  “The  fun- 
gus causing  Valley  Fever  was  no  doubt  living 
in  the  soil  that  is  now  a part  of  Arizona  long 
before  man  arrived  here;  yet  it  was  only  21 
years  ago  that  the  first  case  of  human  infection 
was  diagnosed  in  this  state.” 


All  types  of  coccidioidal  disease  have  been 
reportable  in  Arizona  since  1943;  2,242  cases  and 
55  deaths  were  reported  ( 1942-56 ) . During  the 
10  year  period  1955-64  6,797  cases  have  been 
reported  to  the  State  Health  Department. 

Arizona  has  been  recognized  as  an  endemic 
area  since  Margaret  Wooley,  in  1939,  identified 
Coccidioidis  Imitis  in  the  sputum  of  patients 
supposedly  suffering  from  pulmonary  tubercu- 
losis. Published  papers  by  Arizonans  have  add- 
ed knowledge  in  all  fields,  including  both  man 
and  animal.  Early  pioneers  were:  Farness  (1937), 
Storts  ( 1939 ) , Brown  ( 1940 ) , Phillips  ( 1940 ) , 
Farness  and  Mills  (1940),  Aronson,  Saylar  and 
Parr  (1942),  Emmons  (1942-1943). 

Arizona’s  population  explosion  since  World 
War  II  has  increased  the  need  for  members  of 
the  medical  profession  to  become  more  familiar 
with  all  phases  of  this  significant  mycotic  in- 
fection. I would  suggest  that  Arizona  physicians 
promptly  mark  the  dates,  December  8-9-10,  make 
reservations  through  the  Arizona  Tuberculosis 
& Health  Assn.,  733  W.  McDowell  Rd.,  Phoenix 
and  plan  to  attend  this  symposium.  Those  pay- 
ing the  registration  fee  of  five  dollars  will  be 
eligible  to  receive  a copy  of  the  Proceedings 
when  published.  Charles  E.  Smith,  M.D.  Dean 
of  the  School  of  Public  Health,  University  of 
California,  Berkeley,  California  will  be  the 
speaker  at  the  banquet. 
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FUTURE 

MEDICAL  MEETINGS 


SYMPOSIUM  OF  CLINICAL 
ASPECTS  OF  HODGKIN'S  DISEASE 

November  22,  1965 

Sutton  Ballroom 
New  York  Hilton  Hotel 
New  York,  New  York 


sponsored  by 

American  Cancer  Society 
National  Cancer  Institute 

Topics: 

Clinical  Features  and  Diagnosis 
Immunologic  Status 

The  Natural  History  of  Hodgkin's  Dis- 
ease as  related  to  its  Pathologic  Picture 

Natural  History  as  Related  to  Staging 
Treatment  with  Radiotherapy 

Treatment  with  Chemotherapy 

Treatment  with  Newer  Therapeutic 
Approaches 

The  Objective  Role  of  Surgery  in  the 
Treatment  of  Hodgkin's  Disease 

The  Possibilities  for  the  Cure  of  Hodg- 
kin's Disease 


Arizona  Doctors  Invited  To 
Fourth  Western  Regional  Meeting 

SOUTHERN  CALIFORNIA  CHAPTER 
OF  THE  INTERNATIONAL 
COLLEGE  OF  SURGEONS 

Riviera  Hotel 
Las  Vegas,  Nevada 
November  21,  22,  23,  24,  1965 


Eighteenth  Annual  Midwinter 

RADIOLOGICAL  CONFERENCE 

[international  Hotel 
Los  Angeles,  California 
January  29,  30,  1966 


The  American  College  of  Physicians 

presents 

Postgraduate  Course  No.  8 
December  6-10,  1965 

PSYCHIATRY  FOR  THE 
INTERNIST 

December  6-10,  1965 

University  of  Southern  California  School  of 
Medicine  — Department  of  Psychiatry. 

Meeting  Place:  Room  2A15,  Psychiatric 
Unit,  Los  Angeles  County 
General  Hospital 
1 934  Hospital  Place 
Los  Angeles,  California. 

NOTE:  Please  send  all  registrations,  requests 
for  information  and  application  blanks  to: 
Edward  C.  Rosenow,  Jr.,  M.D.,  Executive 
Director,  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pa.,  19104. 


November,  1965 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  mako 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  °salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PAB  AL  ATE-SO  D I U M FREE 


Physicians’  Directory 


ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

® Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZona 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  1 3,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621  1 
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Physicians’  Directory 


Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Fairmont  Pharmacy 


3231  East  McDowell  Road 


Phoenix,  Arizona 


PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 

RADIOLOGY 


<3 m iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LEST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 


1313  N.  Second  St. 
Phone  ALpine  8-3484 
Phoenix,  Arizona 


622  N.  Wells  Fargo 
Scottsdale,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


This  Space 
Available  for 
Professional  Card 
Listing 
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Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  ■ Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 


Ophthalmologist,  Board  Eligible  with  subspecialty 
Otolaryngology  desires  relocation.  Association  or 
solo  practice,  experienced  surgeon.  Prefer  city 
30,000  or  less.  Reply:  Box  64-10,  Arizona  Medi- 
cine, P.  O.  Box  128,  Scottsdale,  Arizona. 


WANTED:  Physician,  under  35,  to  assist,  then 
share  busy  General  Practice  in  Long  Island  area 
of  metropolitan  New  York  with  young  GP.  Must 
have  or  be  eligible  for  NY  license,  be  able  to 
do  uncomplicated  OB  and  assist  at  surgery.  Salary 
first  year,  then  increasing  percentage  to  full  part- 
nership. CONTACT: 

Ralph  E.  Schlossman,  M.D. 

130-56  Lefferts  Boulevard 

So.  Ozone  Park  20,  New  York 


TUCSON,  ARIZONA,  LARGE  THRIVING  GENERAL 
PRACTICE  FOR  SALE.  Fully  equipped  office  and 
laboratory  — no  X-ray,  7 treatment  rooms,  re- 
frigerated air  conditioning.  NO  INVESTMENT. 
Buy  practice  and  equipment  from  earnings.  Will 
introduce. 

Contact:  M.  M.  Mandel,  M.D. 

5667  E.  22nd  Street 
Tucson,  Arizona  298-3383 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


FOR  SALE:  SEDONA-OAK  CREEK  AREA:  Unex- 
celled scenic  building  lot,  1.4  acres.  Oak  Creek 
frontage.  360-degree  view.  Corral  available  on 
dvelopment.  TERMS.  Contact:  K.  H.  Benson, 
M.D.,  Box  219,  Sedona,  Arizona.  Tel.  282-3661. 


DOCTORS  OFFICE,  FULLY  FURNISHED  AND 
EQUIPPED,  ADJACENT  MODERN  PHARMACY, 
AMPLE  PARKING.  Please  note:  there  is  no  Ortho- 
pedic, ENT,  Dermatologist  or,  most  importantly, 
a Psychiastrist  in  Northern  Arizona.  Four  blocks 
from  Community  Hospital.  Rent  or  lease  $225.00 
per  month.  Contact  at  following  address  or  phone 
collect. 

606  North  Beaver  Street 
Flagstaff,  Arizona 
Phone:  1-602-774-6962 


WANTED:  L icensed  Physician  for  evening  and 
weekend  coverage  within  100  miles  of  Phoenix. 
Salary:  $75.00  per  evening.  Reply:  Box  64-9, 
P.O.  Box  128,  Scottsdale,  Arizona. 
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Classified 


Index  to  Advertisers 


Opportunity  open  for  General  Practitioner  in  St. 
Johns,  Arizona,  County  Seat  of  Apache  County, 
with  at  least  3000  in  trade  area.  Large,  fully 
equipped,  office  facilities,  plus  X-ray,  laboratory 
and  emergency  rooms.  Results  of  Sears  Founda- 
tion Economic  Survey  available.  Contact: 

Mrs.  M.  W.  Heap,  Secretary 
Medical  Services  Committee 
Box  296 

St.  john,  Arizona— 337-43 1 1 or  337-4520 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  Marcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


SITUATION  WANTED:  Phoenix  Physician  consider- 
ing gradual  retirement.  Wishes  interesting  indus- 
trial, insurance  or  administrative  opportunity. 
Health  good.  Extensive  knowledge  of  local  hos- 
pitals and  medical  practitioners.  Reply:  Box  65-1, 
P.  O.  Box  128,  Scottsdale,  Arizona. 


GP  and  Surgeon  Wanted:  White  Mountains  of 
Arizona.  No  Investment.  Salary  and  percentage 
of  partnership  as  desired.  Good  hunting  and 
skiing.  Fully  equipped  hospital. 

Reply  — 

J.  T.  Clifton,  M.D. 

Show  Low  Clinic 
Box  779 

Show  Low,  Arizona 
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M.C.  MEDICAL  CENTER  LIBRARY 


the  difference  between  cough  and  relief 

Benylin*  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gallon.  72165 

PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY,  Detroit,  Michigan  48232 


3 help  restore 
id  stabilize  the 
testinal  flora 


for  fever  blisters 
and  canker  sores 
if  herpetic  origin 


ACTI N EX 


Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4,  6' 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 


(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  1 63,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas'  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  F.  L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( L X □ 2 ) 


BALTIMORE,  MARYLAND  21201 
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Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 

|ohn  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall.  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young.  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski.  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

f.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Barar.owski,  Counseling  and  Guidance 
leff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 
For  Leasing  Information  Call 

946-9091 


Description:  Hygroton,  brand 
of  chlorthalidone,  is  an  oral 
diuretic  agent  of  value  in  the 
treatment  of  edema  and  hyper- 
tension. The  drug  is  notable 
for  its  prolonged  action  (48-72 
hours)  and  low  toxicity.  It  is  not 
a thiazide  and  may  often  be 
employed  successfully  in  pa- 
tients who  are  intolerant  of 
other  agents  or  become  refrac- 
tory to  them. 

Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 
Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage 
of  concomitant  antihyperten- 
sive agents  by  at  least  one-half. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000.  For 
full  details,  see  the  complete 
prescribing  information. 


Hygroton 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 
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io  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy.. .or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 


positive 
thinking  about 

gram-negatives 


nalidixic  acid 


Think  of  NegGram,  the  specific 
anfi-gram-negative. 

In  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day  for 
one  or  two  weeks  will  control 
most  gram-negative  urinary  infec- 
tions . . . including  many  that  have 
proved  resistant  to  other  anti- 
infective  agents.  NegGram  works 
without  causing  crystalluria, 
fungal  overgrowth,  nephrotoxic 
or  ototoxic  effects.  Quickly... 
effectively. . .with  low  risk  of 
side  effects. 

Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelone- 
phritis, prostatitis,  urethritis? 
Start  first  with  NegGram. 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  In  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000. 

250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 


l/j/infhrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Professional  Liability  Insurance... 


Your  Partners  in  Protection 

and 

Profession 


PHYSICIANS  & SURGEONS 
UNDERWRITERS  CORPORATION 


Gen  eral  Agents 

715  PHYSICIANS  & SURGEONS  BLDG. 
MINNEAPOLIS.  MINNESOTA  55402 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
xif&Cr anbury,  N.J.  CM.sm 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder'’ 

jars  of  30  (one  month's  supply) 
(three  months’  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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ISOLYTE®  P 
PEDIATRIC 
FLUID 

MAINTENANCE 

THERAPY 


DON  BAXTER,  INC 

GLENDALE,  CALIFORNIA 
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COMPOSITION  PER  LITER 


Dex- 

trose 

Gm. 

Milliequivalents 

Cal- 
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Na  + 

K + 

Mg  + + Cl~ 

Lact  - 

HPO<= 

mOs. 

50 
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DEDICATED  LEADERSHIP  IN  FLUID  THERAPY 


ISOLYTE  E 
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5%  DEXTROSE 


ISOLYTE  R 


REWACEMENT 

SOLUTION 


5%  DEXTROSE 


ISOLYTE  M 

Mi  soiimw 


Dextrose 


ls%  dextrose 


COMPLETE  ELECTROLYTE  THERAPY 


DON  BAXTER,  GLENDALE,  CALIMRNIA 


ISOLYTE® 

SOLUTIONS 

Dex- 

trose 

Gm. 

Milliequivalents 

Na  + 

K+ 

Ca  + + 

Mg  + + 

NH4  + 

Cl- 

Lact  — 

Acet— 

Cit= 

hp04= 

Calories 

mOs. 

ISOLYTE  M,  Maintenance  with  5% 
Dextrose,  for  adults  and  older  children 

50 

40 

35 

40 

20 

_ 



15 

180 

400 

ISOLYTE  P,  Pediatric  Maintenance,  for 
infants  and  younger  children 

50 

25 

20 

3 

22 

23 

_ 

3 

180 

350 

ISOLYTE  E,  Extracellular  Replacement  in 
Water.  For  replacement  of  intravascular, 
interstitial,  transcellular  losses  other 
than  gastric 

140 

10 

5 

3 

103 

47 

8 

10 

320 

ISOLYTE  E,  with  5%  Dextrose 

50 

140 

10 

5 

3 

— 

103 

— 

47 

8 

- 

180 

570 

ISOLYTE  G,  Gastric  Replacement  with 
10%  Dextrose 

100 

63 

17 

70 

150 

_ 

_ 

_ 

_ 

340 

800 

ISOLYTE  R,  Replacement  Solution,  with 
5%  Dextrose 

50 

40 

16 

5 

3 



40 

12 

12 
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SOLUTION 
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AND  THEY  GET  IT,  TOO! 
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BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman,  (Phoenix);  Donald  K.  Buffmire, 
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CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V. 

Dudley,  Jr.,  M.D.,  Chairman,  (Tucson);  Arnold  H.  Dyster- 
heft, M.D.,  (McNary);  Charles  E.  Henderson,  M.D., 
(Phoenix);  Paul  B.  Jarrett,  M.D.,  (Phoenix);  James  E. 
O’Hare,  M.D.,  (Tucson). 

EXECUTIVE  COMMITTEE:  James  E.  O’Hare,  M.D.,  Chairman, 
(Tucson);  Arthur  V.  Dudley,  Jr.,  M.D.,  (Tucson);  Arnold 
H.  Dysterheft,  M.D.,  (McNary);  Charles  E.  Henderson, 
M.D.,  (Phoenix);  Paul  B.  Jarrett,  M.D.,  (Phoenix). 

GRIEVANCE  COMMITTEE:  W.  Albert  Brewer,  M.D.,  Chair- 
man (Phoenix);  Miguel  A.  Carreras,  M.D.,  (Tucson);  Richard 
E.  H.  Duisberg,  M.D.,  (Phoenix);  Francis  M.  Findlay,  M.D., 
(San  Manuel);  C.  Herbert  Fredell,  M.D.,  (Flagstaff);  Leo 

L.  Lewis,  M.D.,  (Winslow);  Dwight  H.  Porter,  M.D.,  (Phoe- 
nix); Hermann  S.  Rhu,  Jr.,  M.D.,  (Tucson). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Robert  S.  Flinn, 

M. D.,  Chairman  (Phoenix);  Walter  Brazie,  M.D.,  (Kingman); 
John  W.  Kennedy,  M.D.,  (Phoenix);  Harold  W.  Kohl,  Sr., 
M.D.,  (Tucson);  Robert  F.  Lorenzen,  M.D.,  (Phoenix);  Maur- 
ice Rosenthal,  M.D.,  (Phoenix). 

INDUSTRIAL  RELATIONS  COMMITTEE:  Christopher  A. 

Guarino,  M.D.,  Chairman  (Tucson);  John  F.  Currin,  M.D., 
(Scottsdale);  Charles  E.  Elkins,  M.D.,  (Tucson);  Deraid  G. 
May,  M.D.,  (Phoenix);  Morris  E.  Stern,  M.D.,  (Phoenix); 
Thomas  H.  Taber,  Jr.,  M.D.,  (Phoenix). 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chairman 
(Phoenix);  Walter  Brazie,  M.D.,  (Kingman);  John  S.  Carl- 
son, M.D.,  (Phoenix);  Bruce  N.  Burtis,  M.D.,  (Phoenix); 
Richard  L.  Dexter,  M.D.,  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.,  (Tucson);  Ben  P.  Frissell,  M.D.,  (Phoenix);  Paul  B. 
Jarrett,  M.D.,  (Phoenix);  W.  Shaw  McDaniel,  M.D.,  (Phoe- 
nix); Zenas  B.  Noon,  M.D.,  (Nogales);  Claude  H.  Peterson, 
M.D.,  (Winslow). 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  James  F.  Blute,  M.D.,  (Tucson);  Rich- 
ard G.  Hardenbrook,  M.D.,  (Prescott);  George  L.  Hoffman, 
M.D.,  (Mesa);  Hermann  S.  Rhu,  Jr.,  M.D.,  (Tucson);  John 
H.  Ricker,  M.D.,  (Phoenix). 

PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Joseph 
M.  Greer,  M.D.,  Chairman  (Phoenix);  Robert  E.  Hastings, 
M.D.,  (Tucson);  Ruland  W.  Hussong,  M.D.,  (Phoenix); 
Robert  M.  Matts,  M.D.,  (Yuma);  Joseph  P.  McNally,  M.D., 
(Prescott);  Claude  H.  Peterson,  M.D.,  (Winslow);  George 
A.  Spikes,  M.D.,  (Douglas). 

PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man (Phoenix);  Earl  J.  Baker,  M.D.,  (Phoenix);  Ray  Fife, 
M.D.,  (Phoenix);  Ben  P.  Frissell,  M.D.,  (Phoenix);  T.  Rich- 
ard Gregory,  M.D.,  (Phoenix);  Jesse  D.  Hamer,  M.D., 
(Phoenix);  Harold  W.  Kohl,  Jr.,  M.D.  (Tucson);  Fred  H. 
Landeen,  M.D.,  (Tucson);  Dermont  W.  Melick,  M.D., 
(Phoenix);  William  G.  Payne,  M.D.,  (Tempe);  Albert  G. 
Wagner,  M.D.,  (Phoenix);  MacDonald  Wood,  M.D.,  (Phoe- 
nix); William  B.  Steen,  M.D.,  (Tucson). 

PUBLIC  RELATIONS  COMMITTEE:  Arnold  H.  Dysterheft, 

M.D.,  Chairman  (McNary);  John  S.  Carlson,  M.D.,  (Phoenix); 
William  J.  Clemans,  III,  M.D.,  (Florence);  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  (Tucson);  C.  Herbert  Fredell,  M.D.,  (Flag- 
staff); William  F.  Holsey,  M.D.,  (Tucson);  Robert  V.  Horan, 
M.D.,  (Globe);  J.  Edwin  Keppel,  M.D.,  (Mesa);  Laurence 
M.  Linkner,  M.D.,  (Phoenix);  William  H.  Lyle,  M.D., 
(Yuma);  William  W.  McKinley,  Jr.,  M.D.,  (Bisbee);  Leo 

L.  Tuveson,  M.D.,  (Phoenix). 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix);  Chester  G.  Bennett,  M.D.,  (Phoenix);  R.  Lee 
Foster,  M.D.  (Phoenix);  John  R.  Green,  M.D.,  (Phoenix); 
William  M.  Hindman,  M.D.,  (Tucson);  Preston  J.  Taylor, 

M. D.,  (Tucson). 
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(Scottsdale);  Philip  G.  Derickson,  M.D.,  (Tucson);  Arnold 
H.  Dysterdeft.  M.D..  (McNary);  Alan  L.  Gordon,  M.D., 
(Phoenix);  T.  Richard  Gregory,  M.D.,  (Phoenix);  Ralph  A. 
Jackson,  Jr.,  M.D.,  (Tucson);  Frederick  W.  Knight,  M.D., 
(Safford);  Charles  W.  McMoran,  M.D.,  (Sierra  Vista); 
Deward  G.  Moody,  M.D..  (Nogales);  Arthur  R.  Nelson,  M.D., 
(Phoenix);  Melvin  W.  Phillips,  M.D.,  (Prescott);  Edward 
Sattenspiel,  M.D.,  (Phoenix);  Reginald  J.  M.  Zeluff,  M.D., 
(Phoenix). 
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President Mrs.  Hubert  Estes  (Mickie) 

Route  2,  Box  741-B,  Tucson,  Arizona 

President-Elect  Mrs.  Robert  G.  Delph  (Grace) 

2019  North  Crescent  Drive,  Flagstaff,  Arizona 
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6842  East  Tawa,  Tucson,  Arizona 
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508  West  Rose  Lane,  Phoenix,  Arizona 
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Gila  Mrs.  B.  J.  Collopy 

Box  1207,  Miami,  Arizona 

Maricopa  Mrs.  Rex  Vaubel  (Eileen) 

117  W.  Glenn  Drive,  Phoenix,  Arizona  85021 

Pima  Mrs.  William  C.  Scott  (Jean) 
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DIAMOND  JUBILEE 
MEETING 

APRIL  27-30, 1966 


SAFARI  HOTEL 
SCOTTSDALE,  ARIZONA 


PLAN  NOW  TO  ATTEND 


SCIENTIFIC  PROGRAM  TO  BE 
PRESENTED  BY  THE  FACULTY 
OF  NORTHWESTERN 
UNIVERSITY  MEDICAL 
SCHOOL 


December,  1965 
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AESCULAPIUS  AWARD  PROGRAM 

ALL  ASSOCIATION  MEMBERS  ARE  URGED  TO  ENTER 

Complete  the  application  below  before  January  1st  to  be  eligible  for  the 
MEAD  JOHNSON  COMPANY,  INC.  Aesculapius  Award.  This  award  with  an 
engraved  wall  plaque  will  be  presented  to  the  exhibitors  of  the  best  scientific 
presentation  at  the  1966  Diamond  Jubilee  Meeting  of  this  Association. 


$200.00 

CASH 

AWARD 


THE  GOD  AESCULAPIUS 


Photo  courtesy  of  Parke,  Davis  & Co.  c 1 957 


SCIENTIFIC  EXHIBIT  APPLICATION  FORM 


PLEASE  ACCEPT  MY  APPLICATION  FOR  ENTRY  IN  THE  AESCULAPIUS  AWARD  PROGRAM 
BEING  HELD  AS  PART  OF  THE  DIAMOND  JUBILEE  MEETING  OF  THE  ARIZONA  MEDICAL 
ASSOCIATION,  APRIL  27,  30,  1966 

I PROPOSE  TO  EXHIBIT:  


Name:  . 
Address 


I understand  that  further  information  may  be  requested  on  the  acceptance  of  this  appli- 
cation. 
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ArMA  REPORTS 


ad  hoc  Committee  for  Arizona 
Territorial  Medicine  Publication 

Meeting  of  the  ad  hoc  Committee  for  Arizona  Territorial 
Medicine  Publication  of  The  Arizona  Medical  Associa- 
tion, Inc.,  held  Saturday,  October  16,  1965,  in  the  offices 
of  the  Association,  Scottsdale,  Arizona,  convened  at  10:07 
a. m.,  W.  Albert  Brewer,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Brewer,  W.  Albert,  Chairman;  Flinn,  Robert  S.; 
Schoen,  Roland  F.;  Steen,  William  B.;  Yount,  Jr., 
Clarence  E.;  Miss  Quebbeman,  Frances;  Mrs.  McNamee, 
Dorothy,  Advisory  Member. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Robin- 
son, Bruce  E.,  Assistant  Executive  Secretary. 

EXCUSED: 

Drs.  Bledsoe,  Nelson  C.;  Henderson,  Charles  E.,  sec- 
retary; Jarrett,  Paul  B.,  President-elect;  OTIare,  James 
E.,  President. 

MANUSCRIPT  REVIEW 

The  Committee  reviewed  the  original  manuscript 
chapter  by  chapter  delving  into  many  aspects  such  as: 
content,  syntax,  spelling,  grammar,  etc. 

Miss  Quebbeman  was  complimented  on  the  excellent 
research  that  had  been  done  in  compiling  the  book  as 
well  as  the  very  fine  way  it  was  presented. 

LEGAL  REVIEW 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr.  Flinn, 
and  unanimously  carried  that  this  Committee  request 
permission  of  the  Board  of  Directors  to  seek  a legal 
opinion  of  its  counsel  as  regards  comments  in  Chapter 
VII  of  “Arizona  As  A Sanatorium,”  referable  to  Dr. 
Leslie  Keeley  (Keeley  Institute  being  a continuing  opera- 
tion) commencing  with  page  322  of  the  publication, 
which  possibly  could  be  construed  as  libelous. 

PUBLISHING  COMMITTEE  REQUEST 

Considerable  discussion  took  place  regarding  the  re- 
quest made  by  the  Publishing  Committee  to  publish 
excerpts  of  Chapter  IX  in  the  April  1966  issue  of 

ARIZONA  MEDICINE. 

It  was  moved  by  Dr.  Yount,  Jr.,  seconded  by  Dr. 
Schoen,  and  unanimously  carried  that  the  Committee 
deny  the  request  of  the  Editor-in-Chief  for  permission 
to  publish  Chapter  IX  of  the  book  “Medicine  in  Terri- 
torial Arizona”  in  the  April  1966  issue  of  ARIZONA 
MEDICINE  (which  would  be  prior  to  the  official  re- 
lease of  the  publication). 

It  was  moved  by  Dr.  Yount,  Jr.,  seconded  by  Dr. 
Steen,  and  unanimously  carried  that  the  Publishing 
Committee  be  requested  to  present  a thorough  “book 
review”  of  the  publication  “Medicine  in  Territorial 
Arizona”  prior  to  its  official  release  and  for  publication 


in  the  April  1966  issue  of  ARIZONA  MEDICINE,  and; 
following  the  official  release  of  the  book  in  April,  that 
it  be  urged  to  publish  excerpts  therefrom. 

TPIE  COMMITTEE  ADJOURNED  FOR  LUNCPI 
AT  1:15  P.M. 

THE  COMMITTEE  RECONVENED  AT  2:45  P.M. 

PURPOSE  OF  THE  BOOK 

A discussion  ensued  regarding  the  basic  purpose  of 
the  book  which  was  to  trace  the  development  of  scien- 
tific medicine  in  a historic  narrative  fashion.  It  was  the 
unanimous  determination  of  the  Committee  that  this 
purpose  has  been  achieved. 

FORMAT 

After  much  discussion  the  following  determinations 
were  made  with  regard  to  format  and  layout: 

1.  That  the  front  of  the  book  would  contain  a 
“Preface”,  “Acknowledgment”,  “Endorsement”, 
and  “Table  of  Contents.”  The  “Endorsement”  to 
be  prepared  by  Dr.  Brewer. 

2.  The  back  of  the  book  will  include  “Appendix”, 
“Bibliography”,  and  an  “Index.”  The  “Appendix” 
to  include  a copy  of  the  first  medical  examina- 
tion questions. 

3.  The  book  was  to  be  approximately  6x9.  Paper 
stock  to  be  non-glossy.  Cover  to  be  hard-cloth 
bound,  blue  in  color  with  gold  printing.  A dust 
jacket  is  to  be  designed  using  either  newspaper 
headlines  or  titles  of  scientific  papers. 

4.  It  was  determined  not  to  use  photographs  as 
part  of  the  chapter  headings;  however,  photo- 
graphs were  to  be  used  appropriately  throughout 
the  book. 

5.  That,  if  appropriate  maps  can  be  located,  a map 
of  the  Mexieo-Territory  area  of  the  1500’s  appear 
on  the  inside  front  cover  and  a map  of  the 
Territory  as  it  was  around  1912  to  appear  on 
the  inside  back  cover. 

MEETING  ADJOURNED  AT  4:05  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 

By  Bruce  E.  Robinson 

Assistant  Executive  Secretary 


24-HOUR  AMBULANCE  SERVICE  ®AL  4-4111 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 


December , 1965 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company,  oli££y 

Indianapolis,  Indiana.  501280  
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Major  Accidents  and  Injuries  in  Judo 


E.  K.  Koiwai,  M.D. 


In  view  of  the  growing  interest  and  widespread  participation  in  judo,  Dr.  Koiwai’s  article  is 
quite  timely.  In  any  sport  where  there  is  as  much  bodily  contact  as  in  judo  there  are  bound 
to  be  some  injuries.  It  is  noted  that  most  of  the  injuries  are  related  to  the  upper  extremities. 
As  noted  by  Dr.  Koiwai,  most  of  the  injuries  occur  from  improper  throwing  techniques,  and 
certainly  if  the  training  program  is  carried  out  under  proper  and  experienced  guidance  these 
injuries  are  minimized  and  are  not  very  significant  in  the  experienced  or  well-trained  judo  artist. 


JUDO  as  a sport  grew  tremendously  in 
popularity  in  the  U.  S.  after  World  War  II. 
This  growth  was  mainly  due  to  the  service  men 
who  were  stationed  in  Japan  and  studied  at  the 
Kodokan,  the  founding  school  of  Judo  and  by 
the  Strategic  Air  Command  of  USAF  who  re- 
alized its  merits  for  self  defense  and  physical 
fitness.  However,  Judo  in  the  lay  peoples  mind  is 
often  regarded  as  a destructive  method  of  hand 
to  hand  combat.  This  misconcept  is  based  on  the 
fact  that  Kodokan  Judo  is  the  direct  outcome  and 
development  of  jujitsu. 

Jujitsu  was  one  of  Japan’s  unique  forms  of 
martial  art.  Various  types  of  jujitsu  developed 
during  the  Sengoku  (1477-1603)  and  Tokugawa 
(1604-1868)  periods.  However,  in  1868,  when 
the  restoration  of  the  Emperor  Meiji  took  place, 
the  feudal  system  was  replaced  by  a complete 
evolution  of  society.  This  terminated  the  period 
of  samurai  and  feudal  lords  and  with  the  end 
of  the  samurai,  the  highly  developed  art  of 
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1st  Vice  President  U.S.  Judo  Federation 
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Chairman,  Medical  Committee,  U.S.  Judo  Federation 
Fifth  Grade  (Godan)  Black  Belt,  Instructor 
Ishikawa  Judo  Club,  Philadelphia,  Pa. 


jujitsu  was  also  faced  with  extinction. 

Jigoro  Kano,  the  father  of  Kodokan  judo,  at 
this  time  already  familiar  with  several  schools 
of  jujitsu,  further  extended  his  research  to  all 
of  the  highlights  of  schools  of  jujitsu.  By  com- 
bining the  theoretical  and  the  practical  aspects 
of  his  learning,  Kano  found  a procedure  of 
practice  that  was  safe,  sound,  and  enjoyable  to 
anyone.  Keeping  safety  first  in  mind  but  at  the 
same  time  preserving  enough  to  provide  a chal- 
lenge, he  either  eliminated  or  modified  all  the 
hazardous  holds  and  techniques.  This  method  is 
known  today  as  Kodokan  Judo.1, 2’ 3 In  other 
words  sports  Judo  is  jujitsu  practice  with  def- 
inite rules  and  regulations.  The  major  accidents 
and  injuries  in  this  paper  refer  to  this  form 
of  Judo. 

In  order  to  understand  what  type  of  injuries 
might  be  expected  in  Judo,  one  must  understand 
its  purpose.  Actually  there  are  two  distinct  phases 
of  Judo,  first  the  stage  or  phase  of  fundamentals; 
technic  of  falling,  throwing  and  grappling  and 
the  second  phase  application  of  these  technics  in 
randori  or  free  exercise,  and  in  actual  competi- 
tion. Injuries  can  occur  in  both  phases.  Since 
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DO  NOT  LIST  NAMES  OF  PARTIES  INVOLVED 


INJURED  PARTY 


OPPONENT  - if  injury  was  not  self-sustained 


Age  82 


Sex  M 


Rank  8 KyU 


Age  24 


Weiqhtl  QR  Experience  1 Yrs. Mos. 


Weight  1 RfExperience 


Rank 5 IcyU 

Yrs.  Mos. 


□ DISLOCATION 

Joint  Involved 

£]  FRACTURE  0 SIMPLE  □ COMPOUND 

Bone  (s)  involved  LU. Tibia  and  Fibula 

□ DISLOCATION  FRACTURE  □ SIMPLE  □ COMPOUND 

Joint  (s)  and  bone  (s)  Involved 


□ DEEP  LACERATION  

□ OTHER  SERIOUS  INJURY 


CIRCUMSTANCES  LEADING  TO 
ACCIDENT  OR  INJURY 

Date  1/18/65 _ T echn ique  Another. opponent 

□ Shiai  QTachiv&li1  against  leg 

CD  Left  CD  Right 

B Randori  CD  Newaza 

CD  Kata  CD  Shimewaza 

I I Other  CD  Kansetsu-Waza 


Physicians  Diagnosis  [jj]  Yes  CD  No 

Physicians  Name  Dr  . Edwin  Powell 

Address 2 45  N.  Broad  St. 

City  Phlla  . State  Pa  » 

Nature  of  Circumstances  


Name  of  Technique 

INJURY  OCCURRED  ON: 
CDTatami 

I I Sol  id  Floor 
I I Floating  Floor 
CD  Sawdust  Mats 
I I Gym  Mats 


□ PI  astic  Mats 
CD  Canvas  Cover 
CD  Plastic  Cover 
I I No  Cover 


Wh-Hfi  doing  ranrinrH  another  Judoka  was  thrown  against  the  injured 

party's  left  leg  resulting  in  a left  trimalleolar  tlbial  fracture  and 
left  simple  distal  fracture  of  the  fibula. 


Dojo  I shikawa 

City Phi  1 adftlphi  a. 

NOTE:  Use  Reverse  Side  For  Additional  Information 

Or  Comments  On  How  This  Type  Accident  may 
May  Be  Avoided  In  the  Future. 


Address  207  N.  Broad  Street 


Zone  7 

staj-^Pa.  r 
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Judo  is  a sport,  the  phase  of  application  is  the 
more  important  one.  Therefore  one  must  be 
familiar  with  rules  in  regard  to  winning  a Judo 
contest.  According  to  rules  a match  is  won  by 
one  full  point  ( ippon ) unless  a half -point  ( waza- 
ari)  shall  have  been  previously  scored,  when  it 
may  be  on  the  basis  of  either  two  half-points  or 
a half  point  and  a full  point. 

There  are  basically  four  methods  of  winning 
a match: 

1.  Throwing  technique  (Nagewaza):  if  either 
contestant  is  thrown  from  his  standing  posi- 
tion so  that  in  general  he  strikes  the  mat  on 
his  back  with  appreciable  force,  the  throw 
is  awarded  a full  point  ( ippon ) providing  the 
throw  is  made  in  good  form.  If  a throw  is 
made  which  is  not  sufficient  to  win  the  con- 
test, but  does  merit  credit  the  referee  may 
award  one  half-point  (waza-ari). 

2.  Mat  techniques  (katame-waza):  if  a contest- 
ant is  held  on  his  back  on  the  mat  under  com- 
plete control  for  thirty  seconds,  a full  point 
(ippon)  shall  be  scored  and  the  match  is 
won.  The  technique  of  holding  may  be  chang- 
ed during  the  30  seconds  providing  the  con- 
trol is  maintained.  If  an  osaekomi  is  held  25 
seconds,  but  not  30  seconds,  it  shall  count  as, 
one  half -point  (waza-ari). 

3.  Choke  technique  (shime-waza):  if  a contestant 
is  choked  into  unconsciousness  or  resigns  the 
match  to  avoid  the  choke,  a full  point  ( ippon ) 
is  scored,  and  the  match  is  won.  (No  juniors, 
16  and  under  are  allowed  to  use  this  tech- 
nique in  any  contest). 

4.  Joint  holds  (kansetsu-waza)  of  the  elbow  only: 
if  a contestant  acknowledges  defeat  when 
force  is  exerted  so  as  to  endanger  the  elbow 
joint,  a full  point  is  scored  and  the  match  is 
won. 

Note:  No  one  may  apply  “Kansetsu-waza”  on 
a rank  holder  less  than  a “Yudansha”  (black 
belt  holder ) . Only  in  special  tournaments  may 
a contestant  be  allowed  to  use  “Kansetsu- 
waza”  to  a rank  less  than  a Shodan  (first  de- 
gree black  belt).  All  contestants  must  be  noti- 
fied to  this  effect  before  the  start  of  the  tour- 
nament. Any  contestant  may  apply  “Kansetsu- 
waza”  to  a black  belt  at  any  contest  or  tourna- 
ment. 

Based  upon  the  above  techniques  the  contest 
within  a certain  time  limit,  can  be  ruled  a draw, 
or  win  by  decision,  depending  on  the  contest 


rules  for  that  tournament.4 

With  this  background  and  knowledge  of  Judo 
contest  rules  a physician  can  expect  certain  types 
of  injuries. 

In  any  contact  sport  certain  types  of  injuries 
are  expected  such  as  bruises,  abrasions,  hema- 
tomas, minor  contusions  and  sprains.  The  diffi- 
culty in  analyzing  any  sport  injuries  is  determin- 
ing the  severity  of  the  injury  to  be  considered 
important.  As  far  as  insurance  companies  are 
concerned  their  interest  lies  on  the  frequency  the 
injured  party  has  to  go  to  a physician  for  diag- 
nosis, x-ray  and  treatment,  regardless  how  minor 
the  injury.  The  insurance  companies  are  interest- 
ed in  the  cost  of  the  medical  care.  It  is  also  true 
that  they  are  interested  in  severe  injuries,  the 
possibility  of  their  complications  and  the  expect- 
ed length  of  hospitalization  and  to  what  degree 
of  incapacity.  This  survey  is  based  only  on  severe 
injuries  and  accidents. 

A total  of  70  cases  of  major  injuries  in  Judo 
have  been  collected  since  Nov.  30,  1961  when 
the  survey  first  started.  With  the  cooperation  of 
the  U.  S.  Judo  Federation  (Judo  Black  Belt  Fed- 
eration of  the  U.  S. ) a special  form  was  intro- 
duced. (See  Major  Accident  and  Injury  Report 
Form).  These  forms  were  distributed  throughout 
the  United  States  to  all  Yudanshakais  ( Black  Belt 
Associations)  and  then  to  their  respective  mem- 
ber Judo  Clubs.  The  following  statistics  are  bas- 
ed upon  the  findings  from  these  forms. 

There  were  a total  of  21  fractures  of  which  11 
involved  the  upper  extremities,  8 lower  extremi- 
ties and  2 vertebrae.  There  were  27  dislocations 
and  separations  of  which  26  involved  the  upper 
extremities  and  1 the  lower  extremity.  Four  con- 
cussions were  reported.  There  were  also  4 severe 
contusions,  2 torn  knee  cartilages,  7 major  sprains 
and  5 other  miscellaneous  injuries  (see  Table  1). 

Of  the  21  fractures  reported  there  were  3 frac- 
tures of  the  clavicle,  2 humerus,  1 elbow,  2 fore- 
arm, 1 hand  and  2 fingers.  Of  the  lower  extremi- 
ties there  were  1 each  of  the  knee,  the  fibula 
with  tibia,  the  tibia,  and  the  fibula,  while  there 
were  four  fractures  of  the  toes.  Two  fractures  of 
the  transverse  processes  of  the  vertebrae,  1 cervi- 
cal and  1 lumbar  were  also  reported.  (See  Table 
II). 

There  were  27  dislocations  and  separations 
(See  Table  III).  Most  of  them  involved  the 
shoulders  ( 18 ) ; 6 involved  the  glenohumeral 
joint,  12  the  acromioclavicular  joint.  There  were 
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7 dislocations  of  the  elbow  and  one  each  of  the 
toe  and  finger. 

Four  concussions  were  reported.  Severe  con- 
tusions included  3 cases  each  involving  the  del- 
toid, back  and  elbow.  Among  the  major  sprains 
there  were  1 cervical,  4 acromioclavicular  and  3 
ankles.  A tear  of  the  external  aponeurosis  of  the 
hand,  a severed  tendon  of  Achilles  were  included 
in  the  miscellaneous  group.  Also  included  in  this 
group  were  3 cases  of  1st  and  2nd  degree  burns 
of  the  feet.  These  were  encountered  during  the 
Olympic  trials  at  the  New  York’s  World  Fair 
when  the  contestants  were  exposed  to  heated 
straw  mats  (tatami)  in  open  air  stadium,  Sing- 
er’s Bowl.  Attempts  had  been  made  to  cool  the 
mats  with  water  after  they  were  first  covered 
with  canvas.  In  the  first  series  of  matches  the 
contestants  were  spared  from  the  heat  of  the 
mats,  however  in  the  2nd  series  the  hot  sun  heat- 
ed the  mats  so  rapidly  that  at  least  3 contestants 
received  1st  and  2nd  degree  burns  of  their  feet 
so  that  they  were  unable  to  continue.  The 
matches  were  immediately  postponed  until  after 
sundown. 


TABLE  I MAJOR  INJURIES  REPORTED  IN  JUDO 
Total  - 70 


Fractures 

21 

Upper  Extremities 

11 

Lower  Extremities 

8 

Vertebra 

2 

Dislocations 

and 

27 

Upper  Extremities 

26 

Separations 

Concussions 

4 

Lower  Extremities 

1 

Severe 

4 

Muscles 

3 

Contusions 

Scrotum 

1 

Torn 

2 

Knee 

2 

Cartilage 
Major  Sprains 

7 

Upper  Extremities 

4 

Lower  Extremities 

2 

Cervical 

1 

Miscellaneous 

5 

Total 

70 

Reported  Since  Survey 
Started  (Nov.  30,  1961) 

TABLE  II  FRACTURES  REPORTED  IN  JUDO 
Total  21 


Upper  Extremities  11 

Clavicle  3 

Humerus  2 

Elbow  1 

(Olecranon) 

Forearm  2 

Hand  1 

Fingers  2 

Vertebra  2 


Lower  Extremities  8 

Knee  1 

Fibula,  Tibia  1 

Tibia  1 

Fibula  1 

Toe  4 


Transverse  Process 


TABLE  III  DISLOCATIONS  AND  SEPARATIONS 

Total  27 

Shoulder:  18 

Glenohumeral  Joint  6 
Acromioclavicular  12 
Elbow:  7 

Toe:  1 Compound 

Finger:  1 Compound 


The  purpose  of  the  survey  was  first  to  deter- 
mine the  type  of  injuries  and  secondly  to  deter- 
mine what  were  the  circumstances  leading  to  the 
accident  or  injury.  All  these  facts  were  needed 
so  that  recommendations  could  be  made  to  pre- 
vent future  injuries. 

The  technics  used  in  Judo  associated  with  the 
injuries  were  studied.  ( See  Table  V).  There  were 
57  cases  associated  with  throwing  technics 
(nage-waza).  These  were  further  broken  down 
into  hand  throws  (te-waza)  14,  hip  throws 
(koshi-waza)  20,  leg  throws  (ashi-waza)  17  and 
sacrifice  throws  ( sutemi-waza ) 6. 

Among  the  14  hand  throws  the  frequency  of 
the  hand  technics  were  the  following:  shoulder 
throw  (seio-nage)  9,  body  drop  ( taia-otoshi ) 5. 
Included  among  the  20  hip  throws  there  were  6 
not  specified  other  than  a form  of  hip  throw,  7 
winding  hip  throw  ( makikomi-goshi ) , 3 lift  pull 
hip  throw  (tsurikomi-goshi),  2 sweeping  hip 
throw  (hari-goshi),  1 spring  hip  throw  (hane- 
goshi)  and  1 rear  drop  hip  throw  (ushiro-goshi). 
There  were  17  leg  throws  of  which  there  were 
7 major  outside  repaing  (osto-gari),  3 inner  thigh 
throw  (uchimata),  3 foot  stop  ( sasae-tsurikomi- 
ashi)  and  1 minor  outer  reaping  (kosoto-gari), 
Among  the  6 sacrifice  throws,  2 were  circle 
throws  (tomoe-nage),  2 floating  trick  (uki- 
waza ) and  1 each  of  valley  drop  ( tani- 
otoshi),  and  counter-sacrifice  throw  not  speci- 
fied. ( Kaeshi-sutemi-waza ) . 

In  mat  technics  (katame-waza  or  osaekomi- 
waza)  there  were  only  4 injuries.  While  one 
injury  occured  during  the  practice  of  falling 
( ukemi ) . 

TABLE  IV  INJURIES  CONTINUED 

Concussions:  4 

Severe  Contusions  4 

Muscle:  Deltoid  1,  Back  1,  Elbow  1 
Scrotum:  1 
Major  Sprains:  7 

Cervical  1 

Acromioclavicular  4 

Ankle  2 

Miscellaneous:  5 

Tear  of  Ext  Aponeurosis  Hand  1 

Severed  Tendon  Achilles  1 

1st  and  2nd  degree  burns  of  feet  3 

TABLE  V TECHNICS  ASSOCIATED  WITH  INJURIES 


Throwing  Technics  (Nage-waza) 

57 

Hand  Throws  (Te-waza) 

14 

Hip  Throws  (Koshi-waza) 

20 

Leg  Throws  (Ashi-waza) 

17 

Sacrifice  Throws  (Sutemi-waza) 

6 

Mat  Technics  (Katame-waza) 

4 

Falling  Technic  (Ukemi) 

1 

Miscellaneous 

8 

70 
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Of  the  8 miscellaneous  injuries,  including  the 
above  mentioned  3 burn  cases,  there  were  2 
injuries  which  were  called  purely  accidental. 
One  judoka  had  his  distal  tibia  and  fibula  broken 
while  working  out  with  his  opponent  when 
another  judoka  was  thrown  against  his  leg  dur- 
ing the  free  exercise  (randori).  Another  judoka 
had  his  fibula  broken  while  he  was  sitting  on 
the  edge  of  the  mat  with  his  legs  stretched  out, 
when  another  judoka  was  thrown  and  fell  on  the 
out  stretched  leg.  Two  injuries  occurred  when 
the  player’s  foot  was  caught  on  the  mat,  one  a 
broken  toe  the  other  a severely  sprained  ankle; 
caught  on  a canvas  covered  mat  and  the  other 
on  a insolite  mat  respectively.  The  last  of  the 
miscellaneous  group  fractured  his  little  finger 
when  his  hand  was  caught  in  the  opponent’s 
Judogi  (the  costume  worn  by  all  judokas)  dur- 
ing an  attempted  throw.  Interesting  enough 
there  were  4 other  injuries  due  to  the  judogi; 
fracture  of  the  2nd  and  3rd  metacarpals,  com- 
pound dislocation  of  the  distal  phalanx  of  the 
ring  finger,  another  a compound  dislocation 
fracture  of  the  left  little  finger  and  finally  a 
dislocation  of  the  right  elbow  when  he  could 
not  fall  properly  because  his  arm  was  caught 
in  his  opponent’s  judogi. 

TABLE  VI  CAUSES  OF  JUDO  INJURIES 


Recorded  — 55 

1.  Improper  Throwing  Technic  10 

A.  Driving  Uke  into  the  mat  7 

(1)  Concussions  2 

(2)  Shoulder  Separation  5 

B.  Following  Uke  to  Mat  for  Osaekomi  2 

C.  Falling  on  top  of  Uke  1 

2.  Improper  Falling  Technic  14 

A.  Reaching  out  with  Arm  9 

(1)  Dislocation  of  elbow  5 

(2)  Torn  Muscles  of  Elbow  1 

(3)  Fracture  of  wrist  1 

Fracture  of  Forearm  1 

Fracture  of  Clavicle  1 

B.  Falling  on  Point  of  Shoulder  4 

C.  Holding  on  to  Tori  1 

3.  Improper  Playing  Surface  10 

4.  Aborted  Throws  10 

A.  Caught  in  Judogi  5 

B.  Miscellaneous  5 

5.  Recurrence  of  Old  and  7 

Recent  Injuries 

6.  Mat  Technics  (Katame-waza)  4 


In  analyzing  the  causes  of  these  injuries  due 
to  throwing  technic,  they  could  be  divided  into 
3 categories.  First,  improper  technics  of  the 
thrower  (tori),  second,  improper  falling  technics 
of  the  one  being  thrown  (uke)  and  third,  the 
condition  of  the  playing  surface. 

The  most  common  cause  of  shoulder  injuries 
and  concussions  can  be  attributed  to  improper 


throwing  technics.  This  is  especially  true  when 
the  opponent  is  driven  down  into  the  mat  with- 
out being  pulled  up  just  before  he  hits  the  mat. 
In  this  group  there  were  2 concussions  and  5 
acromioclavicular  separations.  A fracture  of  the 
right  elbow  occurred  when  the  Tori  fell  on  top 
of  the  Uke  during  a throw  ( soto  makikomi 
goshi).  Two  shoulder  injuries  occurred  when  the 
uke  followed  the  tori  to  the  mat  for  a osaekomi 
after  hip  throws.  Four  injuries  were  directly 
attributed  to  improper  falling.  The  most  common 
cause  of  injury  is  due  to  extension  or  reaching 
out  of  the  uke’s  arm  and  hand  toward  the  mat 
as  he  is  being  thrown.  This  resulted  in  most  in- 
stances injuries  of  the  elbow,  forearm  or  wrist. 
In  this  group  there  were  9 cases;  5 dislocations 
of  the  elbow,  1 torn  muscles  of  the  elbow,  1 
fracture  of  the  forearm,  1 fractured  wrist  and  1 
fracture  of  the  clavicle.  Four  other  injuries  in 
this  group  resulted  in  shoulder  injuries,  not  be- 
cause they  reached  out  but  because  they  fell 
improperly  on  the  point  of  their  shoulders.  One 
judoka  (uke)  was  injured  when  he  continued  to 
hold  onto  the  tori  during  shoulder  throw  caus- 
ing severe  contusion  of  right  deltoid  muscle. 

The  playing  area  can  contribute  to  injuries,  10 
such  circumstances  were  reported.  Fracture  of 
the  right  forearm  occurred  when  the  injured 
party’s  arm  slid  under  an  axillary  mat  when  he 
was  thrown.  3 toe  injuries;  1 dislocation  fracture, 
1 fracture,  and  1 compound  dislocation  were  re- 
ported when  the  judoka  snagged  his  toe  on  the 
mat.  1 fracture  of  the  tibia  occurred  when  the 
judoka’s  leg  was  caught  between  space  between 
two  mats  (canvas  was  used  to  cover  the  mat, 
but  a space  between  mats  occurred  when  the 
mats  shifted)  during  a throw  (osotogari).  An- 
other contestant  was  thrown  and  fell  partially  off 
the  mat  area,  the  elbow  hit  the  wooden  gym  floor 
at  which  time  his  left  elbow  was  dislocated.  An- 
other received  a severe  ankle  sprain  with  torn 
ligaments  when  his  foot  got  stuck  in  the  insolite 
mat  on  pivoting  in  an  attempt  to  do  a throw.  The 
three  burn  cases  of  the  feet  can  be  attributed  to 
the  poor  playing  area  condition. 

Inj  uries  can  occur  when  the  throws  are  abort- 
ed by  his  opponent.  There  was  a dislocation  of 
right  clavicle  when  both  contestants  fell  to- 
gether. Another  fractured  his  humerus  when  the 
tori’s  head  hit  against  the  uke’s  arm,  when  he 
was  thrown.  Concussion  occurred  when  the  tori 
doing  a seionage  (shoulder  throw)  was  counter- 
ed by  a rear  hip  throw  ( oshiro-goshi ) . Another 
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received  a acromioclavicular  sprain  when  he 
threw  himself  when  his  opponent  side-stepped 
him.  A severe  ankle  sprain  was  recorded  when 
the  tori  fell  backward  attempting  a leg  throw 
( sasaetsuri-komi-goshi ) . 

It  is  important  to  know  whether  a previous 
injury,  old  or  recent  had  occurred.  There  was 
recurrence  of  4 shoulder  injuries;  2 glenohum- 
eral dislocation  and  2 acromioclavicular  separa- 
tions. One  case  reported  an  arm  injury  the  day 
before  at  which  time  it  was  apparently  partially 
fractured  but  not  reported.  The  following  day 
while  attempting  a shoulder  throw  (seionage), 
he  broke  his  humerus  completely  before  striking 
the  mat.  One  judoka  was  previously  thrown  and 
was  dazed  and  this  time  he  was  thrown  by 
shoulder  throw  and  then  he  fractured  his  left 
clavicle  since  he  had  not  fallen  properly.  An- 
other judoka  had  a previous  injury  to  the  cervi- 
cal ligament,  and  this  time  when  he  was  thrown 
(sweeping  hip  throw  — harai-goshi)  a chip  frac- 
ture of  the  cervical  vertebra  occurred.  Other 
than  the  severe  pain  and  limitation  of  movement 
he  had  no  sequalae.  However  his  competitive 
days  are  now  over. 

Four  injuries  occurred  during  mat  technic 
( katame-waza ) . One  judoka  was  kicked  in  the 
groin  resulting  in  a contusion  of  the  scrotum 
when  the  opponent  was  trying  to  escape.  An- 
other received  a cervical  sprain  during  a hold 
down  technic  (katagatame),  and  another,  torn 
right  back  muscles  during  the  scarf  hold  (kesa- 
gatame).  Torn  knee  cartilage  was  reported  when 
the  opponent  attempted  to  choke  (shime)  from 
behind. 

SUMMARY: 

70  cases  of  Judo  injuries  were  reported  based 
upon  a survey  conducted  throughout  the  U.  S. 
since  Nov.  30,  1961.  The  types  of  injuries,  the 
technics  associated  with  injuries  and  the  causes 
of  Judo  injuries  were  presented.  This  survey  is 
being  continued  for  the  purpose  of  determining 
the  nature  and  frequency  of  such  injuries  and  to 
prevent  in  the  future  similar  injuries. 

The  1963  “Sportscope,”  a report  from  the  Ath- 


letic Institute,  Merchandise  Mart,  estimate  that 
there  are  200,000  participants  in  Judo  in  the 
U.  S.5  The  number  of  known  serious  injuries 
then  is  relatively  small.  However  it  is  also  known 
that  not  all  injuries  are  reported.  Until  more 
physicians  as  well  as  instructors  of  Judo  keep  a 
record  of  injuries  the  statistics  will  not  be  ac- 
curate. The  U.  S.  Judo  Federation  (JBBF)  with 
its  medical  committee  is  constantly  soliciting  phy- 
sicians who  are  Judokas  or  who  are  closely  af- 
filiated with  Judo.  At  the  present  moment  there 
are  a number  of  physicians  from  coast  to  coast 
taking  part  in  this  survey.6’7 

It  is  interesting  to  note  that  according  to  a 
Marine  Judo  instructor,  of  50  to  70  thousand 
marines  who  have  taken  Judo  in  4 years  in 
Parris  Island,  South  Carolina  there  was  only  1 
serious  injury;  one  broken  leg.  Even  that  oc- 
curred just  outside  of  the  Dojo. 

In  the  recent  1965  National  High  School 
Championships  at  San  Jose,  California,  126  stu- 
dents participated  and  there  were  no  injuries  in 
225  individual  matches.  The  tournament  was 
kept  under  the  supervision  of  Dr.  John  A.  Phil- 
lips, the  medical  advisor  and  member  of  the 
US  Judo  Federation  (JBBF)  Medical  Commit- 
tee.9 

Under  proper  physical  conditions,  proper  play- 
ing conditions  and  instruction,  and  moreover 
medical  supervision,  major  injuries  in  any  sport 
can  be  cut  down  to  a minimum.  Judo,  a relative- 
ly new  sport  to  the  American  sport  scene  carried 
a stigma  of  being  a dangerous  sport,  however, 
those  who  are  familiar  with  the  sport  that  Jigoro 
Kano  founded,  know  it  to  be  a safe  sound  sport 
enjoyable  to  anyone.  This  survey  thus  far  agrees 
with  this  concept. 
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As  many  as  250  separate  quality  control  tests  may  be  carried  out  by  a manu- 
facturer in  developing  a new  drug  product  from  receipt  of  the  raw  material  to 
final  processing. 
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Bacteremic  Shock  and  Pregnancy 


Since  the  advent  of  penicillin  and  other  antibiotics  which  control  gram  positive  coccal  infec- 
tions, bacteremia  and  endotoxic  shock  due  to  gram  negative  coliform  bacilli  have  become  a 
relatively  frequent  and  serious  therapeutic  problem,  with  a mortality  rate  reported  between 
80  and  90%.  The  emergence  of  this  problem  as  a leading  cause  of  maternal  death  in  an  era 
when  deaths  from  other  causes  are  on  a decline,  makes  it  a necessity  that  all  physicians  be 
familiar  with  endotoxic  shock. 


Associate  Professor 
Obstetrics  and  Gynecology 
Acting  Chairman,  Obstetrics 

University  of  Southern  California  School  of  Medicine 
Presented  at  the  74th  Annual  Meeting  of 
The  Arizona  Medical  Association,  Inc. 


FROM  1951  to  1961  there  were  104,429  deliv- 
eries at  the  Los  Angeles  County  Hospital. 
During  this  period  there  were  138  patients  who 
died  from  a complication  associated  with  the 
pregnancy.  Of  this  number  59,  or  1 patient  in  3, 
died  from  infected  pregnancies.  Fifty-three,  or 
90%  of  the  patients  dying  from  infection  were 
due  to  sepsis  associated  with  abortion,  and  6 or 
10%  were  due  to  amnioitis  associated  with  prema- 
ture rupture  of  the  fetal  membranes. 

The  changing  incidence  of  infections  caused 
by  gram  negative  intestinal  organisms  is  demon- 
strated by  the  fact  that  50%  of  the  infection 
deaths  between  1951  and  1956  were  caused  by 
septicemia  from  gram  negative  rods.  Whereas 
all  the  deaths  from  infection  during  1961  were 
due  to  enterobaeillary  septicemia.  Since  shock 
is  an  early  manifestation  of  this  type  of  blood- 
stream infection,  and  since  the  infected  preg- 
nancy was  the  source  of  the  organisms,  it  seems 
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appropriate  to  evaluate  the  management  of  vas- 
cular collapse  asosciated  with  this  type  of 
infection. 

Etiology 

Most  of  the  deaths  from  bacteremic  shock  are 
due  to  infected  induced  abortions.1  However, 
septic  shock  may  be  associated  with  pyelone- 
phritis, amnionitis,2  and  pneumonia  if  the  infec- 
tion is  due  to  gram  negative  rods.  Escherichia 
coli  is  the  principal  organism  cultured  from  the 
blood  stream  of  these  patients,  but  Proteus, 
Shigella  and  Klebsiella  organisms  have  been 
cultured  as  well.  Contrasted  to  infections  of 
Clostridium  Welchii3  where  a potent  exotoxin 
is  produced  by  the  organism  that  causes  hem- 
olysis, these  organisms  liberate  an  endotoxin  into 
the  blood  stream  which  is  polysaccharide  and 
produces  local  injury  to  the  small  venules  and 
arterioles.  A test  for  this  circulating  endotoxin 
has  been  recently  reported.4  Some5  think  that 
the  reaction  to  endotoxin  is  a generalized 
Sehwartzman  reaction  and  requires  that  the  ani- 
mal be  previously  sensitized.  In  the  case  of 
infected  pregnancies,  the  pregnancy  in  some 
way  provides  the  initial  sensitization.  It  is  doubt- 
ful that  this  occurs  in  the  majority  of  patients 
with  bacteremic  shock,  since  the  typical  lesions 
are  infrequently  seen  at  necropsy. 

Pathophysiology 

It  is  probable  that  the  endotoxin  sensitizes  the 
post  capillary  venule  to  the  vasoconstrictor  effect 
of  epinephrine.  Exaggerated  constriction  of  the 
sensitized  venule  leads  to  capillary  congestion, 
decrease  return  of  blood  to  the  right  heart  and 
a resultant  decrease  in  cardiac  output  and  ar- 
terial blood  pressure.  Acidosis  occurs  secondary 
to  the  capillary  congestion  and  the  blood  pH 
may  drop  to  less  than  7.  Lack  of  tissue  perfusion 
leads  to  decrease  glomerular  filteration  and 
oliguria.  If  the  process  is  not  reversed,  irrevers- 
able  vascular  collapse  and  death  occurs  secon- 
dary to  ischemia  of  the  precapillary  arteriole, 
the  capillary,  and  the  post  capillary  venule. 

Concepts  in  Management 

Though  most  attention  has  been  focused  on 
hypotension  and  its  treatment,  this  may  be  the 
least  important  aspect  of  the  problem  of  septic 
shock.  Vasopressor  therapy  has  been  associated 
with  high  mortality  in  animals6  as  well  as  hum- 
ans.7, 8 Vasopressors  may  actually  intensify  the 
reaction  of  the  vessels  to  endotoxin,  though  in 
a few  cases9  there  seems  to  be  a beneficial  effect 


if  used  in  conjunction  with  steroids. 

Antibiotic  therapy  is  important  in  the  manage- 
ment and  should  be  instituted  in  the  proper 
amounts  as  soon  as  the  diagnosis  of  infected 
pregnancy  is  made.  Sensitivity  studies8, 10  have 
indicated  that  the  organism  is  most  sensitive  to 
chlorampenicol.  When  the  diagnosis  of  septic 
abortion1  or  amnionitis2  is  made  and  cervical  and 
blood  culture  have  been  taken  1 gm.  of  chlorom- 
phenical  should  be  administered  intravenously 
and  repeated  every  8 hours.  This  establishes  and 
maintains  an  adequate  level  of  antibiotics  during 
the  most  critical  period  of  sepsis. 

The  source  of  the  infection  should  be  removed 
as  soon  as  adequate  antibiotic  therapy  has  been 
instituted.  With  septic  abortion  it  is  our  policy 
to  eliminate  the  infected  products  of  conception 
by  curettement  within  2-4  hours  after  admission 
using  paracervical  block  for  anesthesia.  If  amni- 
onitis is  present  from  infection  late  in  pregnancy, 
labor  is  induced,  and  if  there  is  no  progress 
within  8 hours,  the  uterus  should  be  emptied  by 
hysterotomy.  Patients  have  developed  septic 
shock  while  having  uterine  contractions  in  the 
face  of  intrauterine  infections.  If  this  occurs 
during  induction,  the  oxytocin  should  be  discon- 
tinued and  the  uterus  emptied  by  hysterotomy 
as  soon  as  the  shock  picture  has  been  reversed. 

Blood  and  plasma  should  be  given  when  nec- 
essary to  maintain  adequate  volume  as  indicated 
by  estimated  blood  loss,  hematocrit,  urine,  spe- 
cific gravity,  clinical  state  of  hydration  and 
venous  pressure.  Monitoring  the  central  venous 
pressure  obtained  by  cannulation  of  the  basilic 
vein  with  a polyethylene  tube  inserted  for  12-18 
inches  is  the  most  effective  way  of  avoiding 
hypervolemia  and  the  resultant  congestive  heart 
failure.  This  is  most  important  since  many  pa- 
tients dying  of  bacteremic  shock  show  signs  of 
congestive  heart  failure.  If  the  venous  pressure 
starts  to  rise  abruptly,  intravenous  fluids  should 
be  slowed  to  the  minimum  infusion  rate  neces- 
sary to  keep  the  intravenous  channel  open. 

If  non-hypovolemic  hypotension  develops,  500 
mgm.  of  hydrocortisone  should  be  given  imme- 
diately intravenously.  In  addition,  500  mgm. 
should  be  placed  in  each  liter  of  intravenous 
fluids  administered  during  the  first  24  hours. 
The  patient  should  receive  a total  of  2 to  2.5 
gm.  during  the  first  24  hours  of  therapy.  The 
action  of  steroid  is  probably  pharmacologic  and 
not  replacement.11  It  has  been  shown  that  there 
is  an  increase  in  cardiac  output  and  a decrease 
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in  peripherial  resistance  with  the  use  of  these 
preparations  in  the  treatment  of  bacteremic 
shock.12  It  is  also  thought  that  these  preparations 
protect  the  cells  lining  the  vessel  wall  from  the 
noxious  effect  of  endotoxin.  The  blood  pressure 
response,  however,  is  gradual  but  is  usually  per- 
manent as  compared  to  the  immediate  temporary 
rise  in  blood  pressure  seen  with  vasopressor 
therapy. 

The  cardiac  factor  in  bacteremic  shock  has 
not  been  elucidated  and  probably  some  patients 
do  develop  sufficient  myocarditis  to  interfere 
with  adequate  cardiac  function.  If  signs  of 
cardiac  decompensation  develops  during  man- 
agement, the  patient  should  be  digitalized  and 
tourniquets  used  on  the  extremeties  to  reduce 
the  cardiac  load.  Again,  monitoring  the  venous 
pressure  will  prevent  the  occurrence  of  this 
complication  in  most  instances. 

Amnionitis  carries  a particular  threat  to  the 
mother  and  infant  during  the  later  stages  of 
pregnancy.  And  since  significant  mortality  has 
occurred  from  this  complication2  of  premature 
rupture  of  the  membranes,  it  seems  wise  to 
induce  labor  in  all  patients  who  rupture  the 
membrances  in  the  last  month  of  pregnancy  if 
spontaneous  labor  does  not  follow  the  rupture 
within  24  hours.  However,  this  should  not  be 
done  unless  the  physician  is  willing  to  perform 
a cesarian  section  if  delivery  is  not  accomplished 
by  induction  of  labor.  Antibiotics  will  not  pre- 
vent the  occurrence  of  severe  amnionitis  when 
given  to  the  patient  with  premature  rupture  of 
the  membranes.  In  fact,  resistant  infections  may 
develop  which  create  a serious  threat  to  the 
patient  and  her  infant. 

Bacterial  pneumonitis  may  complicate  influ- 
enza and  as  such  may  be  a fulminating  process 
characterized  by  hyperexia,  hypotension,  cyano- 
sis and  rapid  demise.  Therapy  should  include  in- 
tensive antibiotic  therapy,  tracheotomy  and  large 
doses  of  steroids,  as  suggested  above,  if  shock 
develops. 

Bacteremic  shock  occasionally  is  associated 
with  severe  pyelonephritis  of  pregnancy.  How- 
ever, with  adequate  urine  output,  warm  skin, 
and  an  alert  mental  state,  the  hypotension  does 
not  have  to  be  treated.  The  main  aspect  of 
therapy  is  intensive  antibiotic  therapy  and  ster- 
oids for  shock. 

It  should  be  stressed  that  the  intensive  use  of 
steroids  and  antibiotics  is  not  continued  longer 


than  48  hours.  In  fact,  in  most  cases  the  steroids 
can  be  discontinued  completely  after  48  hours 
without  either  decreasing  the  dosage  or  admin- 
istering adrenocorticotropic  hormone.  The  intra- 
venous administration  of  antibiotics  can  usually 
be  discontinued  after  48  hours  and  then  given 
orally  for  3 or  4 more  days.  Long  term  use  of 
either  steroids  or  chloranphenicol  is  not  advo- 
cated. 


Summary 

Bacterial  shock  complicating  abortions,  anmni- 
onitis,  pneumonitis,  and  pyelonephritis  is  a poor- 
ly understood  syndrome.  Its  therapy  demands 
constant  reappraisal.  Skin  temperature,  mental 
alertness,  and  urinary  output  are  better  indica- 
tions of  tissues  perfusion  than  blood  pressure. 

Bacterial  shock  is  to  be  avoided.  A dynamic 
aggressive  treatment  program  for  all  septic  abor- 
tions may  decrease  the  incidence.  The  incidence 
of  amnionitis  with  bacterial  shock  may  be  re- 
duced by  terminating  pregnancy  in  patients  who 
have  premature  rupture  of  the  fetal  membranes 
for  24  hours  without  labor.  Especially  if  the 
patient  is  in  the  last  month  of  pregnancy. 

The  management  of  severe  sepsis  and  vascular 
collapse  in  patients  with  infected  abortion  and 
other  intrapartum  infections  requires  the  proper 
and  discriminate  use  of  whole  blood  and/or 
plasma,  immediate  adequate  antibiotic  therapy, 
pharmacologic  doses  of  steroids,  electrolyte  and 
fluid  replacement.  We  are  not  certain  that  vaso- 
pressor substances  are  indicated. 
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Blood  Studies  As  An  Aid 
In  Differential  Diagnosis  Of 
Abdominal  Trauma 


This  author  has  made  some  interesting  observations  that  may  be  of  con 
siderable  help  when  you  see  your  next  case  of  abdominal  trauma. 


44  1 BDOMINAL  Trauma”  is  probably  a mis- 

l\  nomer  because  injuries  rarely  respect  ana- 
tomical areas.  Serious  damage  to  organs  within 
the  abdominal  cavity  are  usually  a part  of  the 
harm  and  morbid  effects  which  have  been 
wreaked  upon  other  parts  of  the  body  at  the  time 
of  the  accident  or  shortly  thereafter.  It  is  pre- 
cisely in  such  cases  that  injudicious  surgery  may 
tilt  the  scale  of  survival  to  an  unhappy  if  not 
lethal  outcome.  Therefore,  any  observation,  test, 
or  sign  which  helps  to  evaluate  the  probability 
of  internal  abdominal  injury  is  desirable,  and 
constitutes  the  reason  for  this  paper. 

The  salient  features  of  our  studies  have  been 
reported  previously.1’ 2 Recent  observations  in  80 
cases  studied  during  th  epast  8 years  have  con- 
firmed our  conclusions  concerning  the  aid  of 
blood  studies  in  the  differential  diagnosis  of  ab- 
dominal trauma.  The  findings  which  we  set  forth 
were  also  recently  corroborated  by  Wilcox.3 

Blood  cell  counts  were  averages  of  two  or 
more  determinations  depending  upon  the  length 
of  time  elapsing  before  surgery.  The  degree  of 
shock  was  estimated  by  the  systolic  and  diastolic 
blood  pressure  and  the  clinical  impression  of 
the  attending  surgeons. 

Figure  1 shows  average  leucocyte  counts, 
hemoglobin  values,  and  systolic  blood  pressures 
in  patients  with  non-penetrating  wounds  of  the 
abdomen.  The  average  number  of  leucocytes  in 
21  consecutive  surgical  patients  with  contused 
wounds  of  the  liver  was  23,890  per  cubic  milli- 
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meter.  The  average  hemoglobin  level  was  11.77 
grams  per  lOOcc;  and  the  average  systolic  blood 
pressure  100  millimeters  of  mercury.  Blunt 
trauma  to  the  spleen  in  38  consecutive  surgical 
cases  produced  an  average  leucocyte  count  of 
19,050  per  cubic  millimeter,  a greater  fall  in 
hemoglobin  to  10.6  grams;  accompanied  by  an 
average  systolic  blood  pressure  of  95  millimeters 
of  mercury.  16  consecutive  surgical  cases  of 
ruptured  kidney  showed  an  average  leucocyte 
count  of  12,685  per  cubic  millimeter  with  a 
hemoglobin  level  of  12.1  grams  per  lOOcc  and 
systolic  blood  pressures  of  120  millimeters  of 
mercury.  Contusions  to  the  intestine  with  per- 
foration in  8 consecutive  surgical  cases  produced 
an  average  leucocyte  count  of  8,012  with  a 
hemoglobin  level  of  13.5  grams  and  systolic 
blood  pressure  of  125  millimeters  of  mercury. 
Traumatic  avulsions  of  the  lung,  kidney,  or 
spleen  did  not  provoke  a high  leucocytic  re- 
sponse.4 In  our  recent  group  of  patients  there 
were  five  surgical  cases  of  delayed  rupture  of 
the  spleen.  Leucocyte  counts  were  initially  above 
15,000  but  fell  quickly  to  an  average  of  10,000 
until  just  before  rupture.  Then  there  was  an 
average  increase  to  20,000  leucocytes  per  cubic 
millimeter. 

DISCUSSION 

We  do  not  mean  to  imply  that  leucocytosis  is 
the  only  diagnostic  sign  of  traumatic  rupture  of 
the  liver  or  spleen.  The  history  and  the  physical 
examination  often  give  clues  to  the  types  of  in- 
jury and  the  organs  involved.  A scout  x-ray  film 
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will  reveal  instances  of  free  air  or  the  outline  of 
an  enlarged  irregular  splenic  shadow.  Pneumo- 
peritoneum and  paracentesis  also  may  be  neces- 
sary to  establish  a diagnosis.  But  the  leucocyte 
count  is  the  quickest  and  most  accurate  clue  to 
the  possibility  of  a ruptured  liver  or  spleen. 


AVERAGE  COUNTS  AND  SYSTOLIC  BLOOD  PRESSURE  IN  TRAUMATIC  INJURIES 


LIVER  SPLEEN  KIDNEY  INTESTINE 


Figure  1 

Average  leucocyte  counts,  hemoglobin  level  determina- 
tions, and  systolic  blood  pressure  in  blunt  trauma  to  the 
liver,  spleen,  kidney  and  intestine.  Reproduced  with  per- 
mission.3 

We  are  unable  to  explain  the  rapid  leucocy- 
tosis  which  results  from  lacerations  of  the  liver 
and  spleen.  The  number  of  leucocytes  is  gen- 
erally, but  not  invariably,  greater  when  the 
hemorrhage  is  severe  enough  to  cause  an  early 
depletion  of  hemoglobin.  This  should  presage 
hemodilution,  and  leucocytes  should  decrease 
in  number.  Free  blood  in  the  peritoneal  cavity 
may  augment  leucocytosis,  but  in  many  of  our 
cases  of  stab  wounds  associated  with  massive 
bleeding  there  was  relatively  little  elevation  in 
the  number  of  leucocytes.  Perhaps  this  is  the 
result  of  a total  loss  in  circulating  cellular  ele- 
ments. 

Free  blood  in  the  peritoneal  cavity  resulting 
from  ruptured  ectopic  pregnancy  is  accompan- 
ied by  a moderate  increase  in  leucocytes  ( 12,- 
000  to  15,000)  as  shown  by  our  studies  in  81 
consecutive  surgical  cases. 

When  leucocyte  counts  were  checked  for  ac- 
curacy or  repeated  in  15  to  30  minutes  in  those 
patients  in  whom  surgery  had  been  delayed,  a 
rapid  fall  in  the  number  of  leucocytes  occurred 
after  one  hour.  This  was  noted  in  5 cases  of  hepa- 


tic and  11  cases  of  splenic  rupture  but  is  not 
shown  on  our  chart  because  the  counts  depicted 
represent  averages  as  previously  defined.  This 
observation  may  be  partially  explained  by  the 
shift  of  intercellular  fluid  which  is  in  progress 
and  also,  in  many  cases,  by  the  administration 
of  intravenous  fluids.  The  fall  in  the  number  of 
leucocytes  is  less  rapid  in  patients  wtih  large 
areas  of  contusion  on  the  body  surface  and  in 
those  with  associated  injuries. 

The  inciting  mechanism  for  the  prompt  leu- 
cocytic response  in  blunt  trauma  must  include 
factors  other  than  free  blood  in  the  peritoneal 
cavity  or  changes  in  blood  volume.  Hypovolemic 
shock  may  be  a factor  in  itself.  Our  interpreta- 
tion of  the  severity  of  shock  was  based  upon  the 
degree  of  hypotension  and  the  clinical  impres- 
sion of  the  examiner.  On  the  basis  of  these 
criteria  shock  was  generally  more  severe  in  in- 
juries due  to  blunt  trauma,  and  leucocytosis  was 
much  higher  even  though  hemoglobin  values 
were  not  greatly  decreased.  This  was  particularly 
true  in  hematogenic  shock  due  to  extensive 
trauma  and  generalized  contusions  because,  as  in 
the  case  of  extensive  burns,  there  is  hemocon- 
centration  resulting  from  plasmapheresis.5 

Bacterial  antigens,  which  may  be  released  by 
lacerations  of  organs  known  to  contain  large 
numbers  of  reticuloendothelial  cells,  may  play 
a role  in  causing  the  leucocytosis  and  slight 
hypotension  which  results  from  hepatic  and 
splenic  injuries. 

SUMMARY 

Leucocyte  counts  aid  in  establishing  the  diag- 
nosis of  nonpenetrating  traumatic  injuries  to 
the  liver  and  spleen.  When  corroborative  symp- 
toms and  signs  are  present,  a leucocyte  count  of 
15,000  per  cubic  millimeter  or  more  denotes  a 
ruptured  liver  or  spleen  or  both. 

Presented  at  the  Seventeenth  Annual  Meeting 
of  the  Southwestern  Surgical  Congress,  Hot 
Springs,  Arkansas,  May  10-13,  1965. 
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SCORPIONS,  SNAKES  AND  GILA  MONSTERS 


Frederick  A.  Shannon,  M.D. 


This  is  Dr.  Shannon  s last  article  and  was  accepted  for  publication  prior 
to  his  death.  It  provides  an  interesting  and  unusual  summary  of  current 
thought  about  the  treatment  of  individuals  bitten  by  scorpions,  snakes  or 
gila  monsters.  This  is  based  on  both  personal  experiences  and  reviews  of 
recent  scientific  literature.  A plea  is  made  for  a rational  approach  to  ther- 
apy, guided  by  a careful  assessment  of  the  degree  of  envenomation  of  each 
individual. 

Frederick  A.  Shannon,  M.D.,  was  bitten  by  a Mojave  rattlesnake, 
Crotalus  scutulatus  scutulatus,  near  Klondyke,  Arizona  on  August  29, 
1965,  and  in  spite  of  heroic  measures  by  his  colleagues  in  Safford,  died  in  an 
ambulance  plane  en  route  to  the  Laboratory  of  Neurological  Research  at 
the  Los  Angeles  County  General  Hospital  on  the  evening  of  August  30,  1965. 


See  also  addendum,  page  974. 


SCORPIONS 

THE  majority  of  species  of  scorpions  found  in 
the  United  States  and  Mexico  are  relatively 
innocuous,  although  their  stings  may  be  extreme- 
ly painful.  However,  the  sting  of  individuals  of 
one  genus  of  scorpions,  Centruroides,  may  prove 
fatal  to  a child  and  occasionally  to  an  adult.  The 
distribution  of  the  species  of  this  genus  is 
throughout  western  Mexico,  both  in  coastal  and 
plateau  areas,  and  in  the  southwestern  U.S.,  in- 
cluding California,  Arizona,  New  Mexico,  and 
Texas.  The  Mexican  species  of  this  genus  appear 
to  be  more  virulent  than  those  found  in  the  U.S. 
Scorpion  stings  are  usually  exceedingly  painful 
and  cause  immediate  distress.  Signs  of  envenomi- 
zation  may  be  extremely  rapid,  and  constitute  in 
the  early  stages,  numbness  in  the  area  of  the  sting 
and  in  the  face,  particularly  about  the  lips.  Prog- 
ression of  the  symptoms  may  be  rapid,  and  us- 
ually noted  is  incessant  hyperactivity  of  the  pa- 
tient. This  may  be  succeeded  by  profuse  saliva- 
tion, syncope,  dysphonia,  dysphagia,  and  in  more 


severe  cases,  by  convulsions.1’2  Respiratory  dis- 
tress becomes  pronounced,  and  may  be  the  im- 
mediate cause  of  fatalities.  There  is  usually  little 
swelling  present,  and  little  or  no  bleeding  from 
the  site  of  the  sting.  Although  Stahnke  and  Deng- 
ler3  reported  1,553  stings  from  Arizona  in  1949- 
50  the  incidence  of  mortality  is  low  in  the  United 
States,  with  probably  only  three  or  four  fatalities 
a year.  A different  situation  exists  in  Mexico, 
where  perhaps  more  than  1,000  fatalities  a year 
occur.4  In  the  case  of  a severe  sting,  profound 
collapse  with  loss  of  motor  control  may  occur. 
Such  cases  may  be  somewhat  puzzling  to  the 
physician  who  might  first  encounter  them  in  this 
condition.  In  such  cases  profuse  salivation  is 
often  present.  The  treatment  may  vary.  In  the 
United  States  hopeful  expectancy  constitutes  the 
most  important  prologue.  If  local  pain  is  severe, 
injection  of  2%  procaine-epinephrine  is  helpful. 
Narcotics  may  be  indicated,  as  long  as  due  con- 
sideration is  given  to  the  fact  that  respiratory 
depression  may  be  potentiated  in  more  severe 
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cases.  A man  stung  on  the  penis  and  treated  by 
Dr.  Floyd  Bralliar  of  Wickenburg,  needed  a total 
of  50  mg.  of  intravenous  morphine  to  control  ex- 
tremely severe  pain.  Prof.  H.  L.  Stahnke  has  de- 
plored the  use  of  narcotics  for  relief  of  pain  due 
to  scorpion  envenomization,  claiming  synergism 
between  the  venom  and  the  narcotics.3'5  How- 
ever, some  experimental  animals  are  apparently 
more  resistant  to  narcotics  than  humans  since 
equivalent  administration  to  a 75  kgm.  man 
would  involve  dosages  of  Demerol  in  excess  of 
3000  cc.  and  morphine  in  excess  of  22,500  mgm, 
amounts  that  would  truly  make  further  envenom- 
ization unnecessary.  Barbiturates  in  hypnotic 
doses  may  be  life-saving  in  the  presence  of  severe 
convulsions.  A severely  convulsing  patient  may 
need  anesthetization  with  Pentothal  and  closed 
oxygen  breathing.  Antivenin  is  a helpful  adjunct 
to  the  treatment  of  the  moribund  patient.  An 
antivenin  produced  in  Arizona  from  cat  serum 
appears  to  be  truly  evanescent  in  time  of  need, 
and  has  not  been  checked  under  methods  of 
proper  control.  Even  if  it  were  available  and 
proved  to  be  satisfactory,  it  would  probably  be 
inferior  to  equine  antivenin,  due  to  a much  great- 
er population  allergy  response  to  cats.  Antivenin 
made  by  the  Institute  of  Health  and  Tropical 
Diseases  of  Mexico  as  well  as  commercial  anti- 
venins  are  readily  available  in  Mexico.  Of  the 
commercial  antivenins,  I prefer  that  made  by  the 
Laboratories  Myn.  The  decrease  in  the  death 
rate,  in  Mexico,  from  an  average  of  over  1,600 
fatalities  a year  previous  to  1958  to  1,100  fatali- 
ties is  probably  due  to  the  use  of  antivenin.4  It 
should  be  noted  by  U.S.  physicians  that  in  this 
country  the  antivenin  is  classified  as  an  experi- 
mental drug. 

SNAKES 

Of  the  poisonous  snakes  in  the  western  hemis- 
phere, it  should  be  mentioned  that  the  bites  of 
numerous  species  of  rear-fanged  snakes,  both  in 
Mexico  and  the  United  States,  while  occasionally 
somewhat  painful,  are  seldom  if  ever  of  consid- 
erable gravity. 

The  potentially  lethal  snakes  belong  to  three 
families.  One  of  these  families,  the  Hydrophidae, 
has  a single  species  occurring  in  the  Pacific 
Ocean  from  the  Gulf  of  California  down  the  Pa- 
cific coast  to  below  Panama. 

Coral  snakes  of  the  family  Elapidae  are  repre- 
sented by  two  genera  and  some  twenty  species 
and  subspecies  in  Mexico  and  the  United  States. 
Most  of  these  occur  in  Mexico. 


The  third  family,  the  pit  vipers  of  the  family 
Crotalidae,  may  be  broken  down  into  the  rattle- 
snakes, of  which  one  genus,  Crotalus,  has  45 
species  and  subspecies  present  in  Mexico,  and 
about  26  species  and  subspecies  present  in  the 
United  States.  There  are  five  species  and  sub- 
species of  Sistrurus,  the  pygmy  rattlesnake,  in 
the  U.S.  and  two  in  Mexico.  The  genus  Agkistro- 
don,  which  includes  the  copperheads  and  water 
moccasins,  is  limited  to  the  United  States  with 
the  exception  of  the  Mexican  moccasin,  Agkistro- 
don  bilineatus,  occurring  in  the  Mexican  states 
bordering  the  west  and  east  coasts  of  Mexico  and 
in  the  Yucatan  Peninsula. 

Snakebite  is  not  a considerable  problem  as  far 
as  mortality  is  concerned.  There  are  less  than  20 
deaths  in  the  United  States  and  less  than  200 
deaths  in  Mexico  each  year.4  However,  a person 
bitten  by  a poisonous  snake  is  usually  in  consid- 
erable emotional  as  well  as  physical  distress.  The 
morbidity  may  be  severe  and  the  possibility  of 
collapse  and  subsequent  death  is  great  enough 
that  the  physician  in  attendance  should  make 
himself  well  versed  in  the  treatment  of  the  bite. 
Many  physicians  appear  hesitant  in  the  presence 
of  such  an  emergency,  which  is  at  best  not  good 
for  patient  morale.  This  hesitancy  is  based  in  part 
on  the  fact  that  there  are  so  many  variables  in- 
volving identification  of  the  snake  species,  the 
probable  amount  of  venom  injected,  the  myriad 
of  different  approaches  suggested  in  the  litera- 
ture, and  the  frequency  of  iatrogenic  complica- 
tions. In  the  case  of  identification  of  the  snake 
species,  it  might  be  pointed  out  that  Dr.  Parrish 
is  in  error  in  stating  that  harmless  snakes  have  a 
double  row  of  subcaudal  plates  in  contrast  to  the 
pit  vipers  which  has  a single  row  of  subcaudal 
plates  just  below  the  anal  plate.6  There  are  sev- 
eral species  of  harmless  snakes  in  Arizona  with  a 
single  row  of  subcaudal  plates.  On  the  other 
hand,  there  are  no  pit  vipers  in  the  state  that 
lack  rattles.  Since  overtreatment  may  be  as  seri- 
ous as  undertreatment,  and  since  it  is  often  diffi- 
cult for  even  the  experienced  physician  to  accur- 
ately assess  the  amount  of  envenomization,  the 
physician  may  at  least  find  his  considerable  list  of 
variables  reduced  if  he  does  acquaint  himself 
with  a method  of  treatment,  as  well  as  with  the 
type  of  reptiles  to  be  encountered  in  his  geo- 
graphic area.  Individual  species  may  vary  consid- 
erably in  the  nature  of  their  venoms.  Thus  physi- 
cians in  the  lowlands  of  central  and  southern  Ari- 
zona may  encounter  bites  from  the  western  dia- 
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mondbaek,  which  has  a markedly  proteolytic  ven- 
om, or  bites  from  the  Mohave  rattlesnake,  which 
possess  not  only  proteolytic  components,  but  in 
addition  contains  neurotoxic  fractions.  Snake 
venoms  are  structurally  rather  complex  sub- 
stances, containing  hyaluronidase,  proteases, 
phosphatidases  such  as  lecithinase,  nuclease, 
phosphoesterases,  cholinesterases,  and  toxic  pro- 
tein molecules,  such  as  crotaxin,  with  a molecular 
weight  of  nearly  30,000,  and  in  the  case  of  at 
least  one  rattlesnake,  Crotalus  durissus,  of  south- 
ern Mexico,  crotamine. 

In  the  case  of  pit  vipers  it  is  not  too  difficult 
to  establish  whether  envenomization  has  oc- 
curred. Examination  should  be  made  of  the  part 
bitten.  While  pit  vipers  have  numerous  sets  of 
teeth  in  common  with  other  snakes,  they  will 
cause  little  or  no  damage  unless  one  or  two  fang 
punctures  are  present.  Fang  marks  are  not  diffi- 
cult to  identify.  The  fangs  of  pit  vipers  are  long, 
up  to  an  inch  or  slightly  more  in  length,  and 
while  the  fang  wounds  are  seldom  deep,  due  to 
the  fact  that  the  snake  usually  contracts  the 
fang  as  it  penetrates  into  the  subcutaneous  tis- 
sues, the  area  surrounding  the  fang  mark  is  in- 
variably swollen,  discolored,  and  bleeding.  The 
bleeding  may  persist  for  many  hours  after  the 
bite,  while  bleeding  from  other  tooth  marks,  un- 
less contaminated  by  venom,  persists  for  only  a 
few  minutes.  Pain  is  usually  unremitting  and 
severe,  but  in  the  case  of  the  Pacific  rattlesnake, 
as  well  as  a few  species  of  Mexican  rattlesnakes, 
it  may  be  reduced  or  nearly  absent.  Swelling  may 
be  dramatic,  distending  the  skin  to  the  point 
where  it  is  hard  and  shiny.  Many  other  symptoms 
may  be  present,  although  these  may  vary  ac- 
cording to  the  snake  species  involved.  Perhaps 
the  most  consistent  of  these  is  some  degree  of 
numbness  about  the  mouth.  If  such  “neurotoxin” 
is  present,  such  as  in  the  Mohave  rattlesnake, 
certain  subspecies  of  the  prairie  rattlesnake,  and 
certain  Mexican  rattlesnakes,  particularly  Crota- 
lus durissus,  there  may  be  blurring  of  vision, 
ptosis,  a feeling  of  thickened  tongue  and  throat, 
slurring  of  speech,  generalized  tingling,  drowsi- 
ness, lassitude,  nausea,  vomiting,  excess  saliva- 
tion and  sweating.  These  latter  are  also  rather 
characteristic  of  coral  snake  bites,  whose  venom 
is  largely  “neurotoxic”.  Wood,  Hoback  and  Green 
devised  a means  of  classiflying  the  severity  of  pit 
viper  bites  that  has  some  use  as  long  as  it  not 
accepted  as  dogma.7  They  recognize  three  grades 
of  venenation. 


Grade  I:  Minimal  venenation.  History  of 

suspected  snake  bite,  including 
presence  of  one  of  more  puncture 
wounds.  Moderate  pain  or  throb- 
bing localized  at  the  fang  wounds 
and  an  area  of  edema  of  no  more 
than  a few  inches.  No  systemic  in- 
volvement. 

Grade  II:  Moderate  venenation.  Same  as  I 

at  first,  but  soon  more  severe, 
widespread  pain,  marked  edema, 
progressing  during  the  first  12 
hours.  Edematous  area  about  half 
the  distance  between  bite  and 
trunk.  Regional  lymphadenopathy, 
nausea,  vomiting,  giddiness.  Pe- 
techiae  and  ecchymosis  restricted 
to  area  of  edema.  Low  grade  rise 
of  temperature. 

Grade  III:  Severe  venenation.  Progression  may 
occur  through  first  two  grades. 
Course  is  rapidly  progressive.  May 
arrive  in  shock  within  a few  min- 
utes of  the  time  of  the  injury.  Ede- 
matous area  involves  trunk.  Pe- 
techiae  and  ecchymosis  frequently 
widespread.  Pulse  rapid  and 
thready,  preceding  shock. 

As  noted  elsewhere,8  the  bites  of  some  rattle- 
snakes, such  as  the  Mohave  rattlesnake  in  Ari- 
zona, produce  little  swelling  and  edema,  or 
ecchymosis,  or  even  much  pain,  yet  severe  signs 
and  symptoms  may  develop. 

It  should  be  noted  here  that  I was  recently 
bitten  on  the  ankle  by  a large  diamondback 
( whose  venom  was  largely  expended  on  my 
trousers).  There  was  moderately  marked  swell- 
ing in  my  left  leg,  extending  nearly  to  the  hip. 
One  might  expect  further  symptoms,  dropping  it 
into  Grade  II  or  moderate  venenation.  Never- 
theless, there  was  little  systemic  involvement, 
except  for  numbness  of  the  mouth  as  previously 
reported.  Beyond  the  use  of  a tourniquet  no 
attempt  at  treatment  was  made.  There  was  no 
impairment  of  physical  activities. 

Patients  may  arrive  walking  or  they  may  be 
carried  in  by  acquaintances;  their  symptoms  may 
be  obscured  by  bacchanalian  excesses;  they  may 
come  in  comatose,  incontinent  and  obviously 
near  extremis.  Most  bites  are  on  the  extremities, 
and  a tourniquet  tight  enough  to  occlude  venous 
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return  should  be  placed  proximal  to  the  bite  and 
to  the  main  mass  of  the  swelling.  Although  the 
venom  in  general  is  carried  by  means  of  the 
subcutaneous  lymphatics,  it  may  also  be  trans- 
ported by  means  of  the  vascular  system  and 
pressure  necessary  to  occlude  superficial  venous 
flow  to  a bitten  extremity  is  less  than  it  would 
be  in  a normal  extremity.  Usual  precautions 
should  be  observed  for  loosening  of  the  tourni- 
quet to  preserve  adequate  circulation  in  the 
limb.  If  the  bite  is  on  a broad  surface  such  as  a 
hand  or  a foot,  and  not  upon  a finger  or  toe, 
short  incisions  /4-inch  long,  not  over  Is-inch  deep, 
should  be  made  over  the  site  of  the  fang  marks, 
and  suction  applied  by  means  of  a cup.  The 
incisions  should  not  be  cruciate  due  to  a higher 
subsequent  incidence  of  necrosis.9, 10’ 11  Linear 
incisions  will  open  widely  due  to  swelling. 

If  the  swelling  is  extreme,  fasciotomy  may  be 
necessary  to  decrease  the  incidence  of  possible 
necrosis.  Suction  should  be  maintained  for  one 
or  two  hours,  as  Gennaro,  Russell,  and  others 
have  shown  through  radioactive  tagging  of  the 
venom  and  other  methods  that  considerable 
amounts  of  venom  can  be  removed  in  this  time 
interval.12’ 13’ 14’ 15  I feel  that  these  researchers 
would  find  an  even  larger  return  of  venom  if 
their  suction  were  applied  to  a broad,  flat  sur- 
face, such  as  could  be  obtained  in  an  experi- 
mental animal  like  an  ape,  rather  than  in  the 
spindly  legs  of  the  usual  experimental  animals. 
Oral  suction  may  be  applied  in  the  field  if  no 
other  means  of  suction  is  available,  as  long  as  the 
operator  has  no  open  lesions  in  the  mouth  nor 
upper  G.I.  tract.  In  the  case  of  bites  upon  the 
digits,  the  incisions  should  be  made  into  the 
area  of  the  swelling  of  the  broader  surface  of 
the  hand  or  foot,  and  not  into  the  bite  area. 
Proteolysis,  following  incision  into  such  a restrict- 
ed peripheral  area  will  frequently  lead  to  much 
greater  necrosis. 

Findlay  Russell  feels  that  the  incisions  should 
always  be  made  into  the  fang  punctures  as  he 
believes  that  the  larger  molecular  substances  of 
the  non-enzymatic  protein  portion,  which  he 
believes  are  the  lethal  fractions,  tend  to  remain 
at  the  site  of  the  bite,  and  that  they  cannot  be 
removed  by  suction  from  peripheral  incision.16 
I feel  that  even  if  the  molecule  does  not  move  as 
fast  as  the  enzymes,  persistence  of  suction  in  an 
area  above  the  fang  mark  should  eventually 
adequately  remove  it.  Unless  it  is  clear  to  the 
physician  that  these  patients  are  not  severely 


envenomized,  it  is  better  to  hospitalize  them, 
as  complications  may  be  greatly  delayed,  and  a 
general  vasomotor  collapse  may  occur  many 
hours  after  the  bite.  The  extremity  should  be 
immobilized  and  sand-bagged  if  necessary.  While 
a dependent  position  may  be  superior  in  theory, 
in  practice  it  leads  to  considerable  increase  in 
pain,  occasioned  by  the  throbbing  due  to  vaso- 
motor instability.  Thus  the  limb  should  be  hori- 
zontal or  slightly  elevated. 

Typing  of  the  blood  should  be  done  promptly, 
as  it  may  become  subsequently  impossible  due 
to  an  enzymatic  alteration  of  the  blood.  If  it 
becomes  apparent  that  the  bite  is  severe,  a con- 
stant watch  should  be  kept  on  the  urine  for  signs 
of  hematuria,  indicating,  of  course,  hemolysis. 
This  is  preceded  by  sphering  of  the  erythrocytes 
and  hemoconcentration.  Frequent  checks  should 
be  made  on  bleeding  and  clotting  time,  pro- 
thrombin time,  total  carbonates,  calcium,  BUN, 
as  well  as  hemoglobin  and  hematocrit.  Some  of 
these  venoms  are  capable  of  converting  fibrino- 
gen to  fibrin  in  the  absence  of  thrombin  and 
calcium  ions.  Blood  transfusions  should  be  insti- 
gated promptly  in  the  case  of  much  alteration 
of  the  normal  hematological  picture.  The  clotting 
elements  of  the  blood  may  be  suppressed,  or  the 
fibrinogen  may  all  be  converted  to  fibrin,  leav- 
ing the  patient  with  massive  hemorrhages  of 
every  conceivable  nature. 

Antivenin  (Crotalidae  Polyvalent  Wyeth)  is 
an  important  adjunct  to  therapy.  Wyeth’s  claim 
that  the  antivenin  effectively  neutralizes  all  ven- 
oms of  the  family  Crotalidae  is  open  to  ques- 
tion.17 The  venom  of  only  four  pit  vipers  is  used 
in  its  manufacture,  and  the  physician  treating 
snakebite,  especially  from  one  of  the  myriad  of 
species  in  Mexico,  should  keep  an  open  mind 
regarding  its  efficacy.  Depending  upon  the  spe- 
cies, it  is  likely  that  some  of  the  antigens  that 
combine  with  the  antiserum  play  no  significant 
role  in  the  toxicity  of  the  venom.  Conversely,  the 
polyvalent  antiserum  may  fail  to  combine  with 
important  toxins  present  in  the  venom  of  some 
subspecies.18  Whenever  the  choice  is  made  to 
use  antivenin,  it  should  be  used  freely  and  quan- 
titatively in  inverse  proportion  to  the  size  of 
patient.  Skin  testing  should  be  promptly  under- 
taken with  the  prior  use  of  a scratch  test.  If  that 
is  negative,  an  intradermal  injection  of  0.02  cc 
of  1:1000  or  1:100  serum  should  be  made.  If  an 
allergic  reaction  occurs,  “desensitization"  may 
be  employed,  although  it  is  likely  that  an  attempt 
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to  rapidly  desensitize  the  patient  will  not  be 
successful. 

There  is  no  rational  basis  for  the  belief  that 
immunity  or  tolerance  to  dilutions  of  horse  serum 
can  take  place  in  the  course  of  a few  minutes, 
or  even  several  hours.19  If  allergic  symptoms  are 
not  severe,  Yz  of  the  ampule  should  be  given 
intravenously  in  a dilution  of  1:50  in  normal 
saline.  The  Wyeth  brochure  suggests  glucose  as 
a medium,  but  this  may  cause  precipitation  of 
the  antivenin.16  The  remainder  of  the  ampule 
should  be  injected  into  the  area  proximal  to  the 
bite,  but  not  into  the  immediate  area  of  the  bite. 
Subsequent  ampules  of  antivenin  (and  in  the 
case  of  a child  as  many  as  8 or  9 may  be  neces- 
sary ) should  be  given  intravenously.13, 19.  Anaphy- 
laxis is  fortunately  rare  in  children.  Serum  reac- 
tions are  rather  common,  especially  when  over 
three  vials  of  antivenin  are  used.  In  the  latter 
case  the  serum  sickness  rate  may  increase  from 
about  15%  to  60%.  In  general,  serum  sickness  rate 
appears  to  be  a straight  line  function  of  the 
amount  of  antivenin  used.  Bitten  patients  requir- 
ing antivenin  for  the  second  or  third  time  suffer 
an  absolute  incidence  of  serum  sickness,  and  the 
danger  of  anaphylaxis  is  greatly  increased. 

If  the  skin  test  is  1 or  2-\-  in  a severely  enven- 
omized  patient  “desensitization”  should  be  at- 
tempted and  at  an  accelerated  rate  if  the  patient 
is  moribund.  If  the  skin  reaction  is  as  great  as 
3 or  4— |— , continuous  blood  pressure  and  electro- 
cariographic  readings  should  be  made  during 
administration  of  the  antivenin.  If  there  is  a 
precipitous  drop  in  blood  pressure  or  if  the  P-R 
interval  increases  as  much  as  20%,  the  antivenin 
should  be  discontinued  and  epinephrine  should 
be  immediately  available.16 

Cortisone  should  only  be  used  in  cases  of 
serum  sickness.  Its  use  in  a fresh  bite  tends  to 
inhibit  free  dispersal  of  the  antivenin,  and 
probably  increases  the  incidence  of  mor- 
tality.12, “* 22 

Norepinephrine  or  Aramine  should  be  used  in 
case  of  shock.  Renal  shutdown  has  been  success- 
fully treated  by  hemodialysis,  but  in  general  it 
does  not  appear  to  hold  much  promise  since  the 
shutdown  is  usually  due  to  renal  damage  such 
as  tubular  degenerative  changes  varying  from 
cloudy  swelling  to  frank  necrosis  with  loss  of 
cytoplasm  by  the  tubular  epithelium,  vacuolation 
of  tubular  cells,  the  presence  of  granular  and 
hyaline  tubular  casts,  and  micro-hemorrhages.23, 24 


Skin  blebs  should  be  punctured  on  the  third 
day,  and  physiotherapy  instigated  a day  or  two 
later.  Delay  may  cause  contracture  or  stiffening 
joints. 

Such  methods  of  treatment  as  the  perfusion 
technique  described  by  Borden  and  his  asso- 
ciates, should  perhaps  be  avoided  pending  fur- 
ther experimentation.25  Wide  spectrum  antibiot- 
ics should  be  considered.  Tetanus  antitoxin  or 
toxoid  should  be  used.  Probably  the  routine  use 
of  gas  gangrene  antitoxin  should  be  discour- 
aged.26 

Cryotherapy  should  be  mentioned  only  to  con- 
demn its  use.  The  local  tissues  are  usually 
ischemic  with  possible  areas  of  frank  necrosis. 
The  use  of  either  heat  or  cooling  tends  to  render 
further  damage  by  necrosis.  Cooling  of  the  tis- 
sues to  six  degrees  Centigrade  as  has  been  advo- 
cated by  one  proponent  of  cryotherapy  has 
resulted  in  such  damage  that  otherwise  unneces- 
sary amputations  have  become  necessary.27  The 
use  of  ice  does  not  decrease  the  death  rate,  does 
not  necessarily  decrease  the  amount  of  swelling 
and  does  not  even  decrease  the  activity  of  certain 
enzymes  such  as  lysolecithin.  In  general,  the  use 
of  ice  leads  to  mutilation  and  disfiguration  to  a 
degree  much  greater  than  not  treating  the  snake- 
bite at  all.  On  the  basis  of  personal  experience 
and  experimentation  I have  deplored  this  method 
of  treatment  since  1953. 10,  u 2s  9j  28  Since  this 
time  others  have  discouraged  the  use  of  extreme 
cold.  Bruneau  and  Heinbecker,29  working  with 
tissue  injected  with  Streptococcus  hemolyticus, 
established  that  refrigeration  while  it  eventually 
abolishes  pain,  produces  ischemia  and  isolates 
the  extremity,  interferes  with  normal  nerve  func- 
tion and  produces  histologic  degeneration  in  the 
nerve  of  the  normal  limb  cooled  to  6°C  for  96 
hours;  it  also  prevents  any  normal  healing  of  an 
experimental  incision  in  the  cooled  area  and 
subsequent  to  warming,  causes  a delay  in  the 
normal  healing  process.  Also,  while  the  cooled 
tissues  failed  to  show  the  normal  inflamatory 
response,  a much  more  rapid  destruction  of  the 
tissue  in  the  cooled  limb  was  caused  by  the 
hemolytic  Streptococcus  after  return  to  normal 
temperature.  Gennaro  points  out  that  no  effec- 
tive neutralization  of  the  venom  by  antivenin 
(labeled  with  l131)  can  occur  during  cooling.12 
These  results  confirmed  earlier  impressions  of 
Russell  and  Emery,  and  by  Ya  and  Perry.30, 31 

McCollough  et  ah,  reporting  on  a clinical  sur- 
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vey  of  extremity  loss  due  to  venomous  snake- 
bites, found  that  23  of  27  cases  resulted  in  ampu- 
tation when  cryotherapy  was  used  in  excess  of 
12  hours.32  Graphic  and  disturbing  elaboration 
of  this  work  was  presented  by  McCollough  and 
Gennaro  in  1963. 33 

Maeno,34  Deutsch  and  Diniz,35  Sawai  in  Jap- 
an,36 and  Goucher  and  Flowers37  have  demon- 
strated inhibition  of  venom  proteinases  by  ethy- 
lene diamine  tetracetic  acid,  marketed  as  EDTA. 
Goucher  and  Flowers  use  it  in  a 0.02%  concen- 
tration, and  their  results  in  restricting  the  pro- 
teolytic effects  of  venom  on  chimpanzees  is  most 
encouraging. 

Fortunately,  bites  from  coral  snakes  are  infre- 
quent. The  use  of  South  American  coral  snake 
antivenin  manufactured  by  the  Institute  Butan- 
tan  does  not  appear  to  be  effective  upon  bites 
inflicted  by  Micrurus  fulvius  in  the  southeastern 
United  States,  although  Keegan  et  al.,  presented 
some  evidence  to  the  contrary.38  Certainly,  inci- 
sion and  suction  as  well  as  a tourniquet  should 
be  used  for  victims  of  these  snakes.  The  use  of 
tracheotomy  and  respirators  for  respiratory  par- 
alysis should  be  considered.  Doctors  in  Mexico 
sould  make  use  of  the  South  American  antivenin, 
as  some  of  the  variety  of  coral  snakes  in  Mexico 
may  have  venoms  which  may  yield  to  paraspe- 
cific  action  by  this  antivenin.  A Micrurus  fulvius 
antivenin  is  presently  being  developed  in  the 
United  States. 

GILA  MONSTERS 

Gila  monster  bites  are  also  fortunately  rare. 
While  the  venom  is  as  potent  as  that  of  many 
rattlesnakes,  it  is  injected  haphazardly  through 
grooves  in  the  lower  teeth  by  means  of  repeated 
bitings  inflicted  by  the  lizard.  Usually  the  vic- 
tim is  frightened  enough  that  he  pulls  the  injured 
part  free,  regardless  of  increased  trauma,  and 
thus  almost  invariably  receives  a sublethal  dose 
of  venom.  Immobilization,  light  tourniquet,  and 
suction  are  all  that  is  necessary.  Incisions  are 
seldom  needed.  The  lizard  has  usually  taken 
care  of  that.  Swelling  may  be  marked.  Pain  is 
usually  considerable  but  responds  to  narcotics. 

Sea  snakes  are  mentioned  only  in  passing. 
Fortunately,  bites  are  rare,  as  sea  snakes  are 
extremely  poisonous.  The  action  of  the  venom 
involves  a necrosis  of  the  muscle  linings,  and 
resultant  myoglobinuria  may  be  mistaken  for 
hemoglobinuria.  Fatalities  may  occur  as  long  as 
two  or  three  days  after  the  bite.39  Tourniquet, 


incision  and  suction  should  be  employed,  as  well 
as  supportive  measures.  A specific  antivenin  is 
available. 


BIBLIOGRAPHY 

1.  Shannon,  F.  A.,  “Treatment  of  Envenomization  by  Animals 
of  Arizona.”  Ariz.  Med.,  Vol.  14  (March,  1957),  pp.  136-142. 

2.  Shannon,  F.  A.,  "Scorpion  Sting,  Current  Therapy.”  Ed.  bv 
Howard  F.  Conn,  1956. 

3.  Stahnke,  H.  L.,  and  Dengler,  D.  H.,  “The  Effect  of  Mor- 
phine and  Related  Substances  on  the  Toxicity  of  Venoms.” 
Am.  J.  Trop.  Med.  and  Hyg.,  Vol.  13  (1964),  pp.  346-351. 

4.  Mazzotti,  L.,  and  Bravo-Bacherelle,  M.  A.,  “Scorpions  in  the 
Mexican  Republic,”  in  Venomous  and  Poisonous  Animals  and 
Noxious  Plants  of  the  Pacific  Region.  Pergamon  Press,  (1963), 
pp.  119-131. 

5.  Stahnke,  H.  L.,  “Demerol  (R)  as  an  Anti-scorpion  Therapeu- 
tic Agent.”  Ariz.  Med.,  Vol.  11  (February,  1954),  pp.  51-52. 

6.  Parrish,  H.  M.,  “Report  on  Arizona  Snakebites.”  Ariz.  Med., 
Vol.  22  (May,  1965),  pp.  360-366. 

7.  Wood,  J.  T.,  Hoback,  W.  W.,  and  Green,  T.  W.,  “Treatment 
of  Snake  Venom  Poisoning  with  ACTH  and  Cortisone.” 
Virginia  Med.  Monthly,  Vol.  82  (1955),  pp.  130-135. 

8.  Russell,  F.  E.,  “Snake  Venom  Poisoning,”  in  Cyclopedia  of 
Medicine,  Surgery  and  the  Specialties,  F.  A.  Davis,  Philadel- 
phia, Vol.  2,  (1962),  pp.  197-210. 

9.  Shannon,  F.  A.,  “Treatment  of  Envenomization  by  Animals 
in  Arizona.”  Ariz.  Med.,  Vol.  14  (March,  1957),  pp.  136-142. 

10.  Shannon,  F.  A.,  “Comments  on  the  Treatment  of  Reptile 
Poisoning  in  the  Southwest.”  Southwestern  Med.,  Vol.  34 
(October,  1953),  pp.  367-373. 

11.  Shannon,  F.  A.,  “Comments  on  the  Treatment  of  Reptile 
Poisoning.”  AAAS,  Vol.  44  (1956),  pp.  405-412. 

12.  Gennaro,  J.  F.,  Observations  on  the  Treatment  of  Snakebite 
in  North  America,  in  Venomous  and  Poisonous  Animals  and 
Noxious  Plants  of  the  Pacific  Region,  Pergamon  Press,  (1963) 
pp.  427-449. 

13.  Russell,  F.  E.,  “Rattlesnake  Bites  in  Southern  California.” 
Am.  J.  Med.  Sci.,  Vol.  239  (Jan.,  1960),  pp.  51-60. 

14.  Merriam,  T.  W.,  “Current  Concepts  in  the  Management  of 
Snakebite.”  Military  Med.,  Vol.  126  (1961),  p.  526. 

15.  Russell,  F.  E.,  and  Emery,  J.  A.,  “Incision  and  Suction  Fol- 
lowing Injection  of  Rattlesnake  Venom.”  Am.  J.  Med.  Sci., 
Vol.  241  (Feb.,  1961),  pp.  160-166. 

16.  Russell,  F.,  Side  Conversation. 

17.  Antivenin  (Crotalidae)  Polyvalent,  Wyeth,  North  and  South 
American  Antisnakebite  Serum,  1961,  pp.  1-44. 

18.  Minton,  S.  A.,  “Polyvalent  Antivenin  in  the  Treatment  of 
Experimental  Snake  Venom  Poisoning.”  Am.  J.  Trop.  Med., 
Vol.  3 (June,  1954),  pp.  1077-1082. 

19.  Feinberg,  S.  M.  and  Feinberg,  A.  R.,  Letters  to  the  Journal, 
J.A.M.A.,  Vol.  184  (1963),  pp.  79-80. 

20.  Parrish,  H.  M.,  “Intravenous  Antiven  in  Clinical  Snake 
Venom  Poisoning.”  Missouri  Med.,  Vol.  60  (March,  1963), 
pp.  240-244. 

21.  Russell,  F.  E.,  and  Emery,  J.  A.;  “Effects  of  Corticosteroid 
on  Lethality  of  Ancistrodon  contortrix  Venom.”  Am.  J.  Med. 
Sci.,  Vol.  241  (1961),  pp.  507-511. 

22.  Schottler,  W.  H.  A.,  “Antihistamine,  ACTH,  Cortisone,  Hy- 
drocortisone and  Anesthetics  in  Snakebite.”  Am.  J.  Trop.  Med. 
and  Hyg.,  Vol.  3 (1954),  p.  1083. 

23.  Danzig,  L.  E.,  and  Abels,  G.  A.,  “Hemodialysis  of  Acute 
Renal  Failure  Following  Rattlesnake  Bite,  With  Recovery.” 
J.A.M.A.,  Vol.  175  (1961),  pp.  136-137. 

24.  Beamer,  P.  D.,  Boys,  F.  E.,  and  Smith,  H.  M.,  “Histopatholo- 
gy  of  Ophidiasis  in  Rabbits.”  Exp.  Med.  & Surg.,  Vol.  18 
(March,  1960),  pp.  256-265. 

25.  Borden,  J.,  Fonkalsrud,  E.  W.,  Newcomer,  V.  D.,  Rochlin,  D. 
B.,  and  Longmire,  Jr.,  W.  P.,  Surgery,  Vol.  49  (March,  (1961), 
pp.  303-307. 

26.  Ad  Hoc  Comm.  Snakebite,  Med.  Res.  Council,  Nat.  Acad.  Sci., 
Interim  Statement  on  First-Aid  Therapy  for  Bites  by  Venom- 
ous Snakkes,  Toxieon,  Vol.  1 (1963),  pp.  81-87. 

27.  Sahnke,  H.  L.,  The  L-C  Method  of  Treating  Venomous  Bites 
and  Stings,  Privately  printed,  (1954),  pp.  1-28. 

28.  Shannon,  F.  A.,  “Further  Comments  on  the  Treatment  of 
Poisonous  Animal  Injuries.”  Southwestern  Med.,,  Vol.  38 
(Feb,.  1953),  pp.  116-118. 

29.  Bruneau,  J.,  and  Heinbecker,  P.  L.,  “Effects  of  Cooling  of 
Experimentally  Injected  Tissues.”  Ann.  Surg.,  Vol.  120  (1944), 
p.  716. 

30.  Emery,  J.  A.,  and  Russell,  F.  E.,  “Studies  with  Cooling 
Measures  Following  Injection  of  Crotalus  Venom.”  Copeia, 
No.  3:322-326,  F.  A.  Davis. 

31.  Ya,  P.  M.,  and  Perry,  J.  F.,  “Experimental  Evaluation  of 
Methods  for  the  Earlv  Treatment  of  Snake  Bite.”  Surgerv, 
Vol.  47  (1960),  pp.  975-981. 

32.  McCollough,  N.  C.,  Grimes,  D.  W.,  and  Gennaro,  J.  F.,  “An 
Evaluation  of  Extremity  Loss  Due  to  Venomous  Snakebite  in 
the  State  of  Florida.”  J.  Bone  loint  Surg.,  Vol.  43-A  (1961), 
p.  597. 

33.  McCollough,  N.  C.,  and  Gennaro,  J.  F.,  “Evaluation  of 
Venomous  Snakebite  in  Southern  United  States.”  T.  Fla. 
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ADDENDUM 

Dr.  Shannon  went  into  shock  within  a few  minutes 
following  the  bite  and  was  unable  to  carry  out  effective 
first-aid  measures.  One  of  the  snake’s  fangs  entered  a 
blood  vessel  and  no  doubt  Dr.  Shannon  received  a very 
large  dose  of  venom  directly  into  the  vascular  system. 
The  snake  was  subsequently  milked  and  the  intravenous 


LD.ii,  established  at  0.20  mg./kg.  The  venom  of  this 
snake  is  approximately  20  times  more  lethal  than  that 
of  the  western  diamondback  rattlesnake,  Crotalus  atrox. 

Dr.  Shannon’s  passing  has  been  a severe  loss  to  his 
many  friends  and  colleagues  in  the  medical  profession 
and  in  herpetology.  He  was  a biologist  of  more  than 
ordinary  stature.  His  breadth  and  depth  of  knowledge 
of  nature  brought  great  contentment  into  his  life  and 
gave  him  a charm  that  few  of  his  friends  and  associates 
could  resist.  Fred  has  run  his  last  road  and  turned  his 
last  rock  in  search  of  those  animals  he  loved.  We  all 
share  his  loss. 

Findlay  E.  Russell,  M.D. 

Loma  Finda  University 


ANIMALS  TO  PROTECT  BABIES 

The  problem  of  predictability  of  toxicity  of  drugs  continues  to  be  subject  to 
considerable  scrutiny  by  pharmaceutical  research  scientists.  Many  thousands 
such  scientists  are  at  work  independently  or  in  consultation  with  the  pharma- 
ceutical industry,  or  are  employed  under  government  or  private  auspices.  Test- 
ing of  drugs  before  they  are  marketed  is  extremely  thorough.  The  Pharmaceu- 
tical Manufacturers'  Association  states  that  its  members  made  use  of  nearly 
nine  million  animals  in  f961,  including  5.7  million  mice,  2.2  million  rats,  739,000 
chickens,  107,000  quinea  pigs,  98,000  rabbits,  36,000  dogs  and  18,000  cats,  as 
well  as  thousands  of  other  birds  and  animals.  The  possibility  of  drug  effect  upon 
the  unborn  child  has  not  been  neglected,  although  the  recent  attention  this  has 
received  in  the  public  press  has  caused  it  to  be  considered  very  gravely  by  all 
concerned.  Editorial  in  Chicago  Medicine,  (68:873),  October  2,  1965. 
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Why  lease  from  us? 


nstant  care. 

roughout  the  entire  lease 
rm.  We’re  nationwide,  yet 
ch  member  is  a local,  de- 
ndable  businessman  with 
-the-spot  service  facilities. 


Personalized  lease  plans. 

We’ll  tailor  the  lease  that  suits 
you.  Individual  or  fleet.  Be 
counseled  by  leasing  experts 
whose  future  business  de- 
pends on  keeping  yours. 


We're  more  than  competitive. 

Our  rates  stand  toe-to-toe  with 
any  in  the  business.  But  we  can 
deliver  more  for  your  leasing 
dollar— in  terms  of  service  and 
individual  attention. 


Any  make,  any  model. 

We  can  lease  any  new  car  or 
truck.  One  unit  or  100.  With 
your  choice  of  optional  equip- 
ment. Lease  the  Chrysler  Leas- 
ing System  way.  From  us. 


Call — and  we'll  come  to  you: 


JACK  REEDS 

AUTO  AND  TRUCK  LEASING,  INC. 
5384  GRAND  AVE.,  GLENDALE 
939-1455  939-1459 
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Intragastric  photography  studies1 


A/  E.  B.,  male,  age  48.  Normal  antral  contraction.  Pyloric  opening  is 
not  seen.  It  is  difficult  to  differentiate  a deep  prepyloric  contraction  from 
a “pyloric  fleurette”  or  true  pylorus. 


B/Sanie  subject  after  6 mg.  of  propantheline  bromide  intravenously; 
antral  contractions  ceased.  The  pyloric  orifice  remained  open  and  was 
easily  identified.  Better  visualization  of  the  antrum  was  also  obtained. 
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Now  you  can  see 
Pro-Banthine  at  work 

(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  an- 
ticholinergic action  that  it  may  be 
employed  in  visualizing  the  entire 
pyloric  region. 

In  addition  to  the  intragastric 
photographs,  cinegastroscopic 
studies2 have  demonstrated  graph- 
ically not  only  its  effectiveness  but 
the  superiority  of  Pro-Banthine 
over  belladonna  alkaloids. 
Pro-Banthine  produced  complete 
cessation  of  gastric,  antral  and 
pyloric  motor  activity  with  a dose 
of  6 mg.  intravenously.  This  is  ap- 
proximately one-third  the  usual 
oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages 
did  not  produce  such  cessation.  It 
required  double  the  usual  oral 
dose  of  atropine,  0.8  mg.  intrave- 
nously, to  duplicate  the  aperistal- 
tic  action  of  Pro-Banthine.  This 
dose  of  atropine  produced  pro- 
nounced discomfort  and  tachy- 
cardia with  ventricular  rates 
as  high  as  150  per  minute. 

It  is  this  pharmacologic  superior- 


ity of  Pro-Banthine  which  has 
made  it  the  most  widely  pre- 
scribed anticholinergic  in  such 
conditions  as  peptic  ulcer,  func- 
tional hypermotility,  irritable 
colon,  pylorospasm  and  biliary 
dyskinesia. 

Dosage— The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15  mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily. 

Side  Effects  and  Contraindications  — 
Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  The  drug  is  contra- 
indicated in  patients  with  glaucoma 
or  severe  cardiac  disease. 

Pro-Banthine  (brand  of  propantheline 
bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett, 
R. : Investigators’  Clinical  Report.  Pho- 
tographs courtesy  of  Drs.  H.  Barowsky,  L. 
Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo, 
D.:  Paper  read  at  Meeting  of  American 
Society  for  Gastrointestinal  Endoscopy, 
Montreal,  Canada,  May  25-27,  1965. 


SEARLE 


Research  in  the  Service  of  Medicine 
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4 common  cold!  I thought  everything  mas  a “vims”  these  days . 


\lthough  he’d  prefer  a more  exotic  name  for  it,  you  know  he’s  suffering  from  an  ordinary,  old  common  cold.  And, 
:e's  congested.  He’ll  breathe  easier  when  you  prescribe  Novahistine  LP. 

'wo  long-acting  tablets  in  the  morning  and  two  in  the  evening  will  provide  around-the-clock  relief  by  helping  to 
eep  congested  air  passages  clear,  thus  enabling  your  cold  patient  to  enjoy  normal  and  free  breathing.  This  action 
f long-acting  Novahistine  LP  helps  restore  normal  mucus  secretion  and  ciliary  activity— physiologic  defenses 
gainst  infection  of  the  respiratory  tract. 

Jse  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention, 
'ell  patients  who  operate  machinery  or  motor  vehicles 
hat  drowsiness  may  result. 

iach  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
:hloride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

'ITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 

For  relief  of  nasal  congestion. 
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Monitor  physiologic  conditions 
of  interest  with  Sanborn 
"Standard  Unit”  systems 


Probably  no  two  hospitals  exist  which  have  identi- 
cal surgical  procedures,  identical  physiologic  infor- 
mation display  requirements,  or  identical  budgets 
for  OR  monitoring  equipment. 

Yet  costly,  custom-built  monitoring  systems  are 
not  necessary  in  most  cases  to  do  the  job  the  surgical 
team  wants  done:  building  from  an  extremely  wide 
range  of  available,  standard,  compatible  instru- 
ments, Sanborn  can  and  does  provide  complete, 
dependably  trouble-free  monitoring  systems  to  meet 
the  specific  and  different  needs  of  hospitals  and 
medical  centers  world-wide. 

Systems  can  range  from  a simple  combination  of 
a few  units  for  visual  display  only  of  the  ECG, 
one  temperature  and  two  pressure  measurements, 
for  example  — to  very  comprehensive  installations 
which  display  and  record  20  or  more  phenomena 
simultaneously,  and  provide  complete  intercom- 
munications facilities  and  specialized  measurement 
and  analysis  capabilities  as  well. 

Frequently-used  Sanborn  units  for  visual  display 
include  oscilloscopes  for  waveform  presentation  of 
rapidly-changing  events,  illuminated  numerical 
readouts  which  display  up  to  four  phenomena  in 
three-digit  values,  and  large  scale  meters  for  slowly 
changing  events. 

For  graphic  recording,  heated  stylus  and  optical 
oscillographs  provide  high  resolution,  permanent 
analog  chart  recordings  of  conditions.  For  perma- 
nent storage  of  data,  with  the  ability  to  recreate 
the  conditions  again  and  again  and  over  an  ex- 
panded or  compressed  time  interval,  Sanborn 
magnetic  tape  recording  systems  provide  extreme 
fidelity  and  precision  at  lower  cost  than  many 
systems  of  comparable  performance. 

From  such  standard  Sanborn  units  or  “building 
blocks”,  the  hospital  has  complete  freedom  of 
choice  in  system  capabilities  — coupled  with  the 
economies  of  regularly-manufactured  products 
available  from  a single,  experienced  source.  Tell  us 
what  you  wish  to  monitor  and  any  special  conditions 
of  use,  and  we  will  outline  without  obligation  our 
system  recommendation  and  cost  estimate,  to  meet 
your  monitoring  requirements.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154. 


HEWLETT 
PACKARD  Lk 


SANBORN 

DIVISION 


In  addition  to  OR  monitoring  systems, 
Sanborn’s  new  “780”  modular  units  give  com- 
plete flexibility  and  “add  on”  capabilities  for 
bedside  and  central  station  monitoring  in  the 
ICU,  recovery  room  and  emergency  room. 
New  “780”  brochure  available  on  request. 


Hewlett-Packard,  Neely  Sales  Division,  3009  N.  Scottsdale  Road,  (602)  945-6142 

Scottsdale,  Arizona  85251 
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Curriculum  Design 


FUNCTIONAL  AND  ARCHITECTURAL 
CONSIDERATIONS 

Existing  programs  of  medical  education  have 
achieved  their  strength  and  their  effectiveness 
through  the  evolution  and  growth  of  individual 
basic  and  clinical  scientific  disciplines.  In  the 
basic  sciences  this  is  reflected  in  the  spectacular 
growth  rate  of  educational  programs  for  post- 
doctoral fellows  and  candidates  for  nonmedical, 
graduate  degrees.  The  same  thing  has  occurred 
at  the  clinical  level  by  the  growth  of  residency 
and  postdoctoral  training  programs  in  clinical 
subspecialities.  These  developments  in  American 
medical  education  have  served  as  a taproot  for 
the  most  impressive  growth  of  health  resources 
that  any  society  has  ever  known.  However,  it  is 
impossible  to  continue  to  strengthen  such  pro- 
grams without  further  exaggerating,  to  a degree 
which  could  become  quite  serious,  certain  of 
their  inherent  weaknesses.  For  the  undergrad- 
uate medical  student  the  most  critical  of  these 
is  the  loss  of  a sense  of  application  or  purpose 
of  his  medical  school  experience.  In  Arizona,  we 
are  taking  steps  to  begin  correcting  this  weak- 
ness. 

In  1917  the  first  specialty  board  was  incor- 
porated. During  the  ensuing  years  eighteen  addi- 
tional speciality  boards  came  into  existence. 
These  speciality  groups  did  not  influence  licen- 
sure in  any  perceptible  way  but  they  did  serve 
as  a means  by  which  physicians,  educated  and 
trained  in  a specific  field,  could  be  certified  to 
the  lay  public.  As  a result,  all  physicians  became 
classifiable  into  one  or  another  of  three  broad 
groups:  those  who  were  certified  in  a speciality; 
those  who  limited  their  practice  to  speciality 
work  without  regard  to  either  training  or  cer- 
tification; and,  those  who  did  general  practice 
with  or  without  a speciality  emphasis.  Recently, 
the  American  Academy  of  General  Practice 
changed  its  policy  with  regard  to  certification 
and  is  now  taking  steps  to  certify  the  family 
physician  of  the  future. 

The  immediate  implication  of  this  step  seems 
to  be  that  the  M.D.  degree  may  take  on  a dif- 
ferent meaning.  Instead  of  serving  as  a goal  in 
its  own  right,  prerequisite  to  licensure  and  the 
privileges  of  practice,  it  is  apparently  going  to 


become  a point  of  embarkation  into  a more 
specific  area  of  training.  For  the  first  time  in 
our  history,  this  will  permit  the  medical  school 
to  modify  its  earlier  objective  of  transforming 
every  student  into  a complete  physician. 

If  we  accept  this  as  one  of  the  objectives  of 
the  undergraduate  curriculum  at  the  College  of 
Medicine  in  Arizona,  then  our  next  step  is  to 
translate  this  objective  into  specifics.  We  have 
not  completed  this  phase  of  our  work  yet  but 
a few  of  the  decisions  which  will  be  necessary 
to  implement  such  a program  have  been  made. 
They  can  be  summarized  as  follows. 

(1)  Teaching  will  be  multidisciplinary  al- 
though traditional  departmental  lines  will 
be  preserved  for  purposes  of  administra- 
tive and  budgetary  convenience,  identifi- 
cation and  recruitment  of  teaching  talent. 
This  is  essential  in  order  to  preserve  the 
strengths  of  the  individual  academic 
disciplines  and  their  graduate  training 
programs. 

(2)  The  contribution  of  each  department  to 
the  undergraduate  curriculum  will  be 
neither  automatic  nor  guaranteed  in 
either  time  or  content.  Instead,  we  will 
attempt  to  invoke  curriculum  control  by 
continuous  internal  audit  of  the  material 
being  taught.  This  should  assure  applic- 
ability, perspective  and  relativity  of  the 
curriculum  content  to  its  own  objectives. 

( 3 ) An  effort  will  be  made  to  make  the  under- 
graduate educational  experience  simulate 
the  realities  of  medical  practice  through 
( a ) problem  solving,  ( b ) shifting  the 
emphasis  away  from  the  patient  who  is 
supine  in  a teaching  hospital  to  the  pa- 
tient who  is  ambulatory  and  part  of  the 
family  unit  and  (c)  de-emphasizing  the 
influence  and  separateness  of  medical 
subspecialities. 

Such  steps  as  these  should  go  a long  way 
toward  the  correction  of  some  of  the  existing 
weaknesses  in  our  educational  programs. 
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AVAILABLE 
DEC.  f 

EXCLUSIVELY  AT... 

FIRST  NATIONAL  BANK 


CHECKING  ACCOUNT 

— puts  a cash  reserve 
behind  your  checking 
account.  You  may  never 
have  to  use  it  — but,  for 
an  emergency,  a timely 
opportunity,  it’s  ready 
and  waiting! 

apply  now ... 


NATIONAL 

BANK 

OF  ARIZONA 

MEMBER  F.D.I.C,  - FEDERAL  RESERVE  SYSTEM 
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DEPROt 

meprobamate  400  mg.  4- 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 

Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1901  East  Thomas  Road 


Phoenix,  Arizona 


Phone  264-2101 


general  psychiatry  and  neuro 
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and  family  counselling 
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anxiety 


TRANCO-GESIC 

CHLORMEZAHONE  m ASPIRIN 

100  mg.  300  mg. 

Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 

(brand  of  chlormezanone) ) is  exceptionally  effective. 

TRANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and  tension, 
relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
by  subduing  emotional  responses  to  pain. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 

In  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 

In  tension  headache 

premenstrual  tension  and  dysmenorrhea 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 
children  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 

Supplied  in  bottles  of  100  and  1000  tablets. 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success 
pleasant-tasting  cremomycin  can  answei 
the  call  for  help.  It  can  be  counted  on  t(| 
consolidate  fluid  stools,  soothe  intestina 
inflammation,  inhibit  enteric  pathogens! 
and  detoxify  putrefactive  materials  — usua 
ally  within  a few  hours. 


cremomycin  combines  the  bacteriostatic! 
agents,  succinylsulfathiazole  and  neomyj 
cin,  with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre  ' 
hensive  control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin! 
Withhold  if  diverticulosis  is  present  or  suspectec 
Precautions:  Sulfonamide:  Continued  use  require 
supplementary  administration  of  thiamine  and  vita! 


your  for 
Cremomycin 
can  provide  relief 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ** 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

1$ MERCK  SHARP  &D0HME 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


where  today’s  theory  is  tomorrow’s  therapy 


nin  K.  Neomycin:  Patient  should  be  observed  for 
lew  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g. , 
;kin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Seduction  of  thiamine  output  in  the  feces  and  of 
/itamin  K synthesis  has  been  observed.  Neomycin: 
Mausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
:ircular  with  package  or  available  on  request. 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 

TRAOE-MARK  (g» 


Medical  Center  K-idaif  and  Clinical  Xabcraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Omnicare 

The  conclusion  of  the  recent  session  of  the 
eighty-ninth  congress  (the  active  89th)  reveals 
a legislative  list  of  programs  described  variously 
as,  “in  the  public  interest,”  or,  “moving  ahead.” 
One  of  the  biggest  “movements”  is  the  bill 
known  as  Medicare,  introducing  a new  concept 
in  hospital  and  medical  care  for  persons  over 
65  regardless  of  financial  status.  This  law  takes 
cognizance  of  the  fact  that  a person  who  desires 
to  provide  for  himself  should  naturally  be  com- 
pelled to  contribute  to  the  scheme. 

We  feel  that  since  it  is  the  will  of  the  major- 
ity, this  bills  only  fault  lies  in  its  limitation. 
We  urge  immediate  steps  to  expand  the  program 
to  include  all  citizens  fifteen  years  and  over. 
Further,  we  urge  immediate  coverage  of  those 
under  fifteen  through  a separate  program  to  be 
known  as  Pediacare.  Another  plan  to  include 
young  mothers  should  be  called  Obstetricare. 
Naturacare  might  come  later  but  would  allow 
citizens  to  receive  care  by  participating  Naturo- 
paths. 


These  plans  could  be  passed  quickly  without 
unnecessary  public  hearings,  and  the  remaining 
time  devoted  to  considering  broader  legislation 
in  other  fields. 

The  program  of  Educare  would  provide  edu- 
cational funds  regardless  of  financial  or  mental 
status.  Lendicare  is  advocated  to  replace  the 
loan  department  of  banks,  and  Denticare  would 
provide  for  dental  needs.  The  farmer  would 
benefit  from  both  Agricare  ( already  begun ) and 
Veter  care  covering  treatment  of  sick  animals. 

Although  legal  problems  will  be  limited  as 
social  reforms  replace  individual  irresponsibil- 
ity, Legicare  will  provide  for  occasional  legal 
fees.  The  inability  of  a few  to  organize  their 
leisure  time  offers  an  excuse  for  Leisurecare. 
Finally  “the  high  cost  of  dying”  will  be  corrected 
by  Morticare. 

This  is  to  suggest  your  thoughtful  considera- 
tion of  these  separate  proposals.  Of  course  they 
should  ultimately  be  combined  and  adminis- 
tered through  a new  department  of  cabinet 
rank  known  as  The  Department  of  Omnicare. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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CONTRIBUTIONS 
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2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 
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used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 
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is  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  ping  pong,  shuffleboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  relaxation  may  enjoy 
a quiet  conversation  in  the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  B\  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIA' 


Announcing 

EUTRON 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


PARGYLINE 

HYDRO 

CHLORIDE 

Caution . f aterat 
(U.S.A  i law  (Hokib- 
with- 

out  prescription. 


TtfcittslGttxnrat? 


METHYCIO- 

THIAZIDE 
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Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


■Mtti 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM  —TRADEMARK 
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Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.1,2,3  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 
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1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


New  EUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 

WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  !4  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 
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been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 

SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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Doctors  And  Medicare 


Last  week  Dr.  William  H.  Barney,  President- 
elect and  Public  Relations  Chairman  of  the 
Lynchburg  Academy  of  Medicine,  addressed  a 
local  civic  group.  He  urged  all  Lynchburg  phy- 
sicians to  comply  with  the  medicare  law.  He 
gave  for  his  reason  that,  “I  have  never  subscribed 
to  the  theory  of  disobedience  to  the  law,  for  the 
sake  of  conscience  alone.” 

This  is  arrant  nonsense  and  a gross  distortion 
of  fact. 

The  medicare  law  which  was  enacted  by 
President  Johnson’s  puppets  in  the  Congress  is 
entirely  voluntary,  as  far  as  doctors  and  patients 
are  concerned. 

We  repeat,  medicare  does  not  compel  the 
participation  by  either  doctors  or  their  patients. 

Doctors  have  an  absolute  right  to  participate 
in  the  medicare  program,  as  they  determine 
within  their  sole  discretion.  If  they  do  choose 
to  participate,  then  they  elect  socialized  medi- 
cine for  their  medical  practice.  Or,  they  may 
refuse  to  participate  and  strike  a blow  for  free- 
dom, as  is  also  their  right. 

All  individuals  over  65,  who  come  within  the 
provisions  of  the  medicare  law,  have  the  right 
to  choose  to  participate  in  the  benefits  provided 
under  the  law.  If  they  decide  to  participate, 
then  they  become  free  loaders;  they  elect  to  re- 
ceive benefits  from  a program  for  which  they 
have  paid  absolutely  nothing  and,  thus,  partici- 
pate in  the  something-for-nothing  philosophy 
which  now  permeates  American  life.  They  have 
an  equal  right  to  assert  their  individual  initia- 
tive and  responsibility  and  refuse  the  handout. 

The  compulsion  in  the  medicare  law  is  di- 
rected solely  at  those  who  will  pay  the  freight. 
The  workers  and  their  employers  will  pay  the 
cost  of  the  medicare  program  through  a drastic 
increase  in  their  Social  Security  income  taxes. 
For  example,  a working  man  earning  $6,600  a 
year  will  pay  a social  security  income  tax  of 


$174.00  during  1965.  Next  year,  1966,  his  tax 
leaps  to  $277.20.  His  tax  will  continue  to  in- 
crease further  under  the  present  law,  at  least 
until  1987.  And  every  year,  his  employer  will 
have  to  match  these  payments. 

The  most  insidious  feature  of  this  compulsion 
is  the  fact  that  the  working  man  and  his  em- 
ployer will  not  be  putting  Society  Security  in- 
come tax  money  aside  for  the  old  age  of  the 
working  man,  but  instead  will  be  paying  for  a 
medical  program  in  respect  to  strangers,  who 
never  contributed  one  dime.  When  the  working 
man  reaches  65,  all  he  can  hope  for  is  that  there 
is  someone  else  around  earning  enough  through 
labor  who  will  pay  his  freight. 

The  American  Medical  Association,  as  a group, 
has  straddled  the  fence  on  this  issue  but  some 
of  its  leaders,  including  its  president,  have  asked 
doctors  to  cooperate  with  medicare.  Last  week, 
the  Association  of  American  Physicians  and  Sur- 
beons  roundly  condemned  the  AMA  and  some 
of  its  officers  and  urged  its  members  to  follow 
a policy  of  complete  non-participation  in  the 
medicare  program.  The  president  of  this  latter 
organization  pointed  out  the  obvious,  that  doc- 
tors have  an  absolute  right  to  refuse  to  partici- 
pate, as  “there  is  no  law  to  violate.” 

While  the  medicare  program  is  presently  en- 
tirely voluntary,  except  for  the  taxpayers,  the 
Congress  will  expand  the  program  in  succeeding 
years,  as  pointed  out  by  Russell  Kirk  in  a column 
on  this  editorial  page  last  week. 

Since  this  country  is  rapidly  abandoning  all 
aspects  of  its  republican  form  of  government 
and  is  becoming  a Socialist  nation,  it  is  reason- 
able to  expect  that,  before  too  many  years  have 
passed,  the  medicare  program  will  be  compul- 
sory in  respect  to  doctors  and  patients.  There 
is  no  doubt  that  this  time  of  compulsion  will  be 
accelerated  by  any  voluntary  participation  by  the 
medical  profession. 
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As  emphasized  by  Dr.  Kirk,  doctors,  of  all 
people,  should  be  familiar  with  the  fact  that  so- 
cialized medicine  has  been  bad  medicine  wher- 
ever it  has  been  tried  in  the  world.  In  those  na- 
tions which  have  indulged  in  this  Socialist  ex- 
periment, the  socialized  medicine  program  has 
invariably  become  bankrupt,  costs  have  spiraled, 
the  tax  load  has  risen  tremendously,  and  the 
relationship  between  doctor  and  patient  has  been 
destroyed.  Without  exception,  the  Socialist  vi- 
sionaries have  underestimated  many  fold  the 
costs  of  such  programs. 

Those  who  cherish  liberty  are  bitterly  disap- 
pointed that  the  medical  profession,  which 
fought  socialized  medicine  so  strongly  for  so 
many  years,  has  now  abjectly  capitulated,  as 
evidenced  by  spokesmen  for  the  American  Medi- 
cal Association  and  the  Lynchburg  Academy  of 
Medicine. 

THE  DAILY  ADVANCE,  Lynchburg,  Virginia,  August  11,  1965 
Reprinted  with  permission 


DOCTOR  COMES  HOME 

Not  all  doctors  have  fancy,  comfortable  wait- 
ing rooms  and  modern  equipment.  In  the  small 
Mexican  town  of  Sasabe,  those  luxuries  would 
be  unheard  of. 

For  the  first  time  since  Sasabe  was  founded, 
the  city  has  a doctor,  a local  boy  who  went  away 
to  school  and  chose  to  come  back  to  help  the 
people  of  his  city. 

He  is  Mario  Atondo,  25,  and  if  ever  a doctor 
faced  a tough  challenge,  it  will  be  Dr.  Atondo. 

According  to  Mexican  rules,  Dr.  Atondo  must 
serve  a one-year  internship  before  taking  his 
final  examination.  Instead  of  a modern  hospital 
in  a big  city  with  all  of  its  modern  conveniences, 
Dr.  Atondo  came  home. 

He  did  this  with  the  realization  that  besides 
having  little  equipment  to  work  with,  many  of 
his  patients  would  be  unable  to  pay. 

He  has  treated  some  65  persons  since  Feb.  1, 
without  medicine,  equipment,  clinic,  car,  not 
even  a stethoscope. 

PHOENIX  GAZETTE 


SELF-DIAGNOSIS 

Nearly  all  your  waking  hours 
are  given  to  the  cause  of  medi- 
cine. But  there  never  seems  to 
be  time  to  think  about  your 
own  problems,  or  future  plans 
for  your  family. 

We  urge  you  to  join  with  our 
many  other  friends  and  cus- 
tomers of  the  medical  profes- 
sion, and  arrange  for  a visit  — 
with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  as 
thoroughly  as  you  wish.  Let  an 
experienced  Trust  Officer 
show  you  how  the  group- 
judgment  of  specialists  in  the 
Trust  field  will  insure  your 
estate  being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 


MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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When  doctors  talk  to  doctors... 


“Multivitamin  formulas?  — well  there’s  Stuart 
Formula  and  — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.” 


“Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid — my  kids  take  it  every  day.” 


"Why,  I can't  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors.” 


“Where  can  you  get  a decent  liquid  multivitamin 
that’s  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don’t  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


“Why  don’t  you  try  prescribing  a physician's 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won’t  need  all 
that  door-to-door  food-fad  nonsense.” 


Give  them  any  sample  you've  got,  but  first  “Take  him  off  the  yogurt!  Put  him  on  Stuart 
check  to  see  if  we  have  any  Stuart  Formula.”  Formula — you  can  be  sure  it’s  complete.” 


“The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


'^Stuart 

formula 

'Multivitamin- Mineral  Maintenance  Therapy 

prescribe  it! 


Stuart 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 
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The  Tain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y.'J 
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PROTEX-PETTE 

Bacteriology 


Sterilizes  and  maintains  bac- 
teriology pipettes. 

Eliminates  wrapping,  auto- 
claving, and  unwrapping 
for  use. 

Portable:  within  laboratory 
and  for  field  work. 

Attractive. 

Permanent  with  normal  use. 

Holds  150-)-  pipettes  readily  available  for 
use. 

Price:  $26.95,  F.O.B.,  Mesa,  Arizona 

Other  Protex-Pettes  available: 


Chemistry  (250-)-)  $23.95 

Serology  (150-)-)  $22.75 

Hematology  $20.70 


DOWELL  LABORATORIES 

99  S.  Hibbert 
(18  years  in  Mesa,  Arizona) 

Ph.  964-7151 


Giue  This 

mr  Most  Remembered” 

* Christmas  Greeting  1 

Forty  pages  of  beautiful  color  photographs, 
drawings  and  description  of  Arizona,  with  a 
holiday  motif.  Ready  to  mail  in  special  envelope 
. . . at  any  news  dealer  now.  Or  order  a gift 
subscription,  $4  per  year,  U.  S.  A.  and 
possessions;  $5  elsewhere.  Call  Gifts: 

^ 258-6641.  Or  write  Arizona  Highways 

Magazine,  2039  West  Lewis.  jjA 
Phoenix,  Arizona  85009. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


LABORATORY  INSTRUMENTS 
REPAIRED 

ALL  MAKES  AND  MODELS 

IF  YOU  HAVE  BEEN  SENDING 
YOUR  EQUIPMENT 
OUT  OF  TOWN 

MICROSCOPES,  BALANCES,  CENTRIFUGES, 
P-H  METERS,  VARICORDS,  E.E.G.'S 
SPECTROPHOTOMETERS,  FLAME  PHOTO- 
METERS, COLORMETERS,  OVENS,  COUNTERS, 
WATERBATHS  and  ETC.  . . . we  will  give 
them  TLC  right  here  in  Phoenix  at 
ELECTRONIC  SPECI ALTI ES— 1 84 1 N.  23rd  Ave. 

For  further  information  call 

254-7161  or  252-0616 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprod:l 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usuaiiy  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

# Wallace  Laboratories,  Cranbury, 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


Mr.  Brichta 


Miss  Herrera 


Mr.  Miller 


Recipients  of  Arizona  Medical  Association 
Medical  School  Scholarships 


The  Benevolent  and  Loan  Fund  Committee  of 
The  Arizona  Medical  Association,  Inc.,  has 
granted  three  more  scholarships  of  $500.00  each 
to  Arizona  students  who  are  entering  their  first 
year  of  medical  school.  The  granting  of  these 
three  scholarships  brings  the  total  scholarships 
granted  to  date  to  six. 

Miss  Maria  D.  Herrera,  of  Gilbert,  was  the  re- 
cipient of  one  of  the  scholarships.  Miss  Herrera 
will  be  studying  medicine  at  the  Woman’s  Medi- 
cal College  of  Pennsylvania.  She  has  an  out- 
standing scholastic  record. 


The  second  of  the  three  scholarship  grants 
was  made  to  Mr.  Louis  Brichta,  2511  North 
Euclid  Avenue  in  Tucson.  Mr.  Brichta,  a Phi 
Beta  Kappa,  is  in  his  first  year  of  medical  train- 
ing at  the  Baylor  University  College  of  Medicine. 

The  third  scholarship  grant  was  made  to  Don- 
ald R.  Miller,  2507  E.  Drachman,  Tucson.  Mr. 
Miller,  who  will  be  studying  medicine  at  the 
University  of  California  School  of  Medicine, 
also  became  a member  of  Phi  Beta  Kappa  while 
at  the  University  of  Arizona. 


SOUTHWEST  BLOOD  BANKS  APPOINTS 
ASSOCIATE  MEDICAL  DIRECTOR 


Raymond  F.  Barnes,  M.D.,  formerly  of  Phila- 
delphia, has  been  named  Associate  Medical  Di- 
rector for  Southwest  Blood  Banks,  Inc. 

Dr.  Barnes  will  assist  Medical  Director  John 
B.  Alsever,  M.D.  in  supervising  all  medical  and 
technical  aspects  of  the  22  blood  banks  operated 
by  Southwest  in  12  states.  Home  office  for  the 
organization  is  located  in  Scottsdale. 

A native  of  Missouri,  Dr.  Barnes  received  his 
medical  degree  at  St.  Louis  University,  and 
holds  a masters  degree  in  public  health  admin- 
istration from  Johns  Hopkins  University  in  Bal- 


timore. A charter  member  of  the  board  of  di- 
rectors of  the  North  Central  District  of  the 
American  Association  of  Blood  Banks  Clearing- 
house program,  Dr.  Barnes  served  for  18  years 
as  medical  director  and  director  of  the  Ameri- 
can Red  Cross  blood  program  for  16  mid  west- 
ern states.  He  recently  completed  five  years  as 
director  of  the  Red  Cross  blood  program  for  the 
Philadelphia  area. 

In  addition  to  his  years  in  the  blood  banking 
field.  Dr.  Barnes  was  in  private  practice  of  medi- 
cine for  15  years  in  St.  Louis. 
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MORE  ON  NON-DISCRIMINATION 

PLEDGE 


Non-discrimination  pledge  required  by  Ohio 
Department  of  Public  Welfare  under  orders 
from  U.  S.  Department  of  Health,  Education  and 
Welfare  may  be  replaced  with  simple  statement 
citing  Civil  Rights  Act  and  requiring  no  signed 
pledge. 

Ohio  Welfare  Director  Denver  White  has 
written  strong  letters  to  HEW,  asking  permis- 
sion to  rescind  the  pledge.  This  action  came 
after  the  Ohio  State  Medical  Association  in- 
formed Department  of  Welfare  that  HEW  had 
approved  a plan  in  Louisiana  whereby  a simple 
statement  is  printed  on  the  bill  form  and  does 
not  require  a signature. 


The  Ohio  State  Medical  Association  has 
adopted  the  official  position  that  requiring  a 
physician  to  sign  a pledge  that  he  will  abide  by 
a law  is  of  itself  an  act  of  discrimination  against 
the  medical  profession  inasmuch  as  laws  apply 
equally  to  all  citizens. 

Ohio  Welfare  Department  is  sympathetic  to 
the  position  of  the  Ohio  State  Medical  Associa- 
tion, but  must  satisfy  HEW  in  order  to  continue 
to  receive  Federal  matching  funds.  In  Alabama, 
that  state’s  welfare  department  has  refused  to 
take  any  action  or  adopt  any  requirement,  de- 
spite threat  of  loss  of  substantial  Federal  match- 
ing money. 


SOUTHERN  ARIZONA 
MENTAL  HEALTH 


CENTER  APPOINTS 
DIRECTOR 

Robert  L.  Cutts,  M.D.,  has  been  appointed 
director  of  the  Southern  Arizona  Mental  Health 
Center  at  Tucson.  He  will  assume  his  new  dut- 
ies January  1st. 

Dr.  Cutts  is  a graduate  of  the  University  of 
Illinois  School  of  Medicine  and  took  internship 
training  at  St.  Francis  Hospital  in  Peoria,  111., 
and  the  Cook  County  Hospital  in  Chicago. 

He  was  a staff  psychiatrist  and  held  adminis- 
trative positions  in  several  Veterans  Administra- 
tion Hospitals  before  coming  to  Tucson  in  1957 
to  help  establish  the  Mental  Hygiene  Clinic  at 
the  Tucson  VA  hospital. 


ARIZONA 

PSYCHIATRIC 

SOCIETY 

Current  officers  of  the  Arizona  Psychiatric 
Society  are  as  follows:  President,  Hal  Breen, 
M.D.,  Phoenix;  President-Elect,  Joe  Green,  M.D., 
Tucson;  Secretary,  Hubert  R.  Estes,  M.D.,  Tuc- 
son; Treasurer,  Deraid  May,  M.D.,  Phoenix. 

The  Arizona  Psychiatric  Society  is  also  the 
Arizona  District  Branch  of  the  American  Psy- 
chiatric Association.  All  psychiatrists  practicing 
in  Arizona,  who  are  members  of  the  American 
Psychiatric  Association,  are  eligible  for  member- 
ship. The  purposes  of  the  organization  include 
the  provision  of  a forum  for  the  exchange  of 
ideas  between  psychiatric  colleagues,  to  provide 
an  official  medium  by  which  the  opinions  of 
psychiatrists  in  this  state  can  be  expressed,  and 
to  provide  a means  of  being  influential  in  com- 
munity affairs  so  that  they  may  bring  the  influ- 
ence of  current  psychiatric  thinking  to  bear  in 
appropriate  situations. 
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POSTSCRIPT  ON  STATE 
WELFARE  PLEDGE 

The  Department  of  Health,  Education  and 
Welfare  has  ruled  that  Physicians  are  not  re- 
quired to  sign  racial  non-discrimination  pledges 
in  order  to  receive  payment  for  treating  federal- 
state  welfare  patients. 

The  ruling  followed  protests  of  some  state 
medical  societies  and  individual  physicians  when 
some  state  health  departments  interpreted  the 
new  Civil  Rights  Act  as  requiring  the  signing 
of  such  a pledge.  The  societies  and  physicians 
protested  that  such  a pledge  would  constitute 
an  unnecessary  federal  interference  in  the  pa- 
tient-physician relationship. 

The  recent  special  meeting  of  the  AMA  House 
of  Delegates  adopted  a resolution  pointing  out 
that  non-discrimination  conditions  under  the 
Principles  of  Medical  Ethics  and  “willingly  self- 
imposed  by  the  medical  profession  far  exceed 
any  pledge  of  this  nature  demanded  by  a federal 
bureaucracy.” 


BETSY  FUND 

The  Louisiana  State  Medical  Society  is  so- 
liciting contributions  to  a “Betsy  Fund”  to  aid 
physicians  whose  offices  and  homes  were  totally 
destroyed  by  Hurricane  Betsy. 

Dr.  Charles  B.  Odom,  president  of  the  society, 
said,  “we  already  know  of  three  members  of  our 
Society  residing  in  areas  below  New  Orleans 
who  were  completely  wiped-out  by  the  hurri- 
cane. The  purpose  of  the  Louisiana  State  Medi- 
cal Society  Betsy  Fund  is  to  assist  these  physi- 
cians in  getting  re-established  as  quickly  as 
possible.” 

Flood  losses,  which  caused  the  greatest  dam- 
age to  the  offices  and  homes  of  these  physicians, 
are  not  covered  by  insurance. 

“Because  there  are  so  many  appeals  being 
made  to  assist  Betsy  victims,”  Dr.  Odom  stated, 
“we  have  decided  to  limit  ours  to  the  medical 
profession.  We  do  not  plant  to  solicit  funds 
from  the  general  public.” 

In  discussing  the  need  to  aid  these  physicians, 
Dr.  Odom  pointed  out  that  two  of  the  doctors 


were  young  men  who  had  only  been  in  practice  a 
short  while. 

“We  feel  that  by  helping  these  doctors,  we 
are  not  only  assisting  our  fellow  physicians,  but 
are  also  helping  the  storm-struck  communities 
where  these  physicians  practiced  by  restoring 
normal  medical  services,”  Dr.  Odom  added. 

The  Louisiana  State  Medical  Society  has  al- 
ready made  cash  grants  to  some  of  the  physi- 
cian hurricane  victims  and  will  distribute  all  of 
the  proceeds  of  the  Betsy  Fund  as  quickly  as 
possible. 

All  physicians  are  invited  to  contribute  to  the 
Louisiana  State  Medical  Society  Betsy  Fund. 
Checks  should  be  made  to  the  Louisiana  State 
Medical  Society  Betsy  Fund,  Room  1528,  1430 
Tulane  Ave.,  New  Orleans,  La.  70112. 


ARIZONANS  NAMED 
FELLOWS  OF  THE 
AMERICAN  COLLEGE 
OF  SURGEONS 

The  following  doctors  were  awarded  the  de- 
gree of  Fellowship  at  recent  ceremonies  held 
during  the  Clinical  Congress  of  the  American 
College  of  Surgeons: 

Martin  Cohen,  M.D.,  Yuma 
Bruce  M.  Culvahouse,  M.D.,  Whipple 
Gerald  L.  Hansbro,  M.D.,  Phoenix 
Jess  S.  Hull,  M.D.,  Phoenix 
David  Pent,  M.D.,  Phoenix 
Eric  G.  Ramsay,  M.D.,  Tucson 
Neopito  L.  Robles,  M.D.,  Tucson 
Weir  C.  Stevens,  M.D.,  Kearny 
William  A.  Susong,  M.D.,  Phoenix 
Max  T.  Taylor,  M.D.,  Phoenix 
Jack  H.  Wilson,  M.D.,  Phoenix 

Fellowship,  a degree  entitling  the  recipient 
to  the  designation  “F.A.C.S.”  following  his  name, 
is  awarded  to  those  surgeons  who  fulfill  com- 
prehensive requirements  of  acceptable  medical 
education  and  advanced  training  as  specialists 
in  one  or  another  of  the  branches  of  surgery, 
and  who  give  evidence  of  good  moral  character 
and  ethical  practice. 
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DeBAKEY  LEGISLATION 


President  Johnson  has  signed  into  law  a modi- 
fied version  of  the  controversial,  so-called  De- 
Bakey  legislation  authorizing  establishment  of 
regional  cooperative  programs  of  research,  train- 
ing and  related  patient  care  in  the  fields  of  heart 
disease,  cancer,  stroke  and  related  diseases. 

A total  of  $340  million  in  federal  funds  will  be 
available  during  the  next  three  years  to  help 
universities,  medical  schools,  research  centers 
and  other  public  or  nonprofit  institutions,  such 
as  hospitals,  and  agencies  in  (1)  planning,  (2) 
conducting  feasibility  studies  and  (c)  operating 
pilot  projects. 

The  legislation  was  amended  in  the  House, 
as  recommended  by  the  American  Medical  As- 
sociation, to  make  it  less  objectionable  to  the 
medical  profession.  Dr.  James  Z.  Appel,  presi- 
dent of  AMA,  said  the  some  20  House  amend- 
ments were  substantial  and  should  “allay  many 
of  the  fears  the  medical  profession  had  about 
the  original  bill.” 

But  even  so,  the  AMA  could  not  support  the 
amended  legislation.  Dr.  Appel  said,  “because 
we  believe  it  still  introduces  an  undesirable 
concept.” 


The  original  bill  called  for  establishment  of 
regional  medical  complexes  and  would  have  in- 
cluded “other  major  diseases.” 

As  enacted  into  law,  the  programs  are  to  be 
carried  out  “in  cooperation  with  practicing  phy- 
sicians.” Patient  care  is  limited  to  that  “incident 
to  research,  training  or  demonstrations.”  No 
patient  can  receive  such  treatment  except  on  re- 
ferral of  a practicing  physician. 

Construction  is  limited  to  remodeling  and 
renovation  of  buildings  and  replacement  of  ob- 
solete equipment. 

The  Surgeon  General  of  the  Public  Health 
Service  is  designated  as  the  official  responsible 
for  final  approval  of  federal  grants  under  the 
program.  However,  he  can  act  only  upon  the 
recommendation  of  a national  advisory  council. 
And  an  application  for  a federal  grant  first  must 
be  approved  by  a local  advisory  committee.  Both 
the  national  and  local  committees  must  include 
practicing  physicians. 

Present  federal  plans  call  for  starting  eight 
regional  programs  during  the  first  year  and  17 
more  during  the  next  two  years.  As  of  this  writ- 
ing, none  of  them  had  been  announced. 


ANALYSIS:  HEART  DISEASE,  CANCER  AND  STROKE 
AMENDMENTS  OF  1965  — PL  89-239  — Enacted  October  6,  1965 


Purposes 

As  enacted,  this  law  amends  the  Public  Health 
Service  Act  by  adding  a new  title,  the  purposes 
of  which  are: 

(a)  To  encourage  and  assist,  through  grants, 
in  the  establishment  of  regional  cooperative  ar- 
rangements among  the  medical  schools,  research 
institutions,  and  hospitals  for  research  and  train- 
ing (including  continuing  education)  and  for 
related  demonstrations  of  patient  care  in  the 
fields  of  heart  disease,  cancer,  stroke,  and  re- 
lated diseases. 

(b)  To  afford  the  medical  profession  and 
medical  institutions,  through  cooperative  ar- 
rangements, the  opportunity  of  making  avail- 
able to  their  patients  the  latest  advances  in  the 


diagnosis  and  treatment  of  these  diseases. 

(c)  To  improve  the  health  manpower  and  fa- 
cilities available  to  the  nation  without  interfer- 
ing with  the  patterns  or  methods  of  financing 
of  patient  care  or  professional  practice  or  with 
the  administration  of  hospitals  and  in  coopera- 
tion with  practicing  physicians,  medical  center 
officials,  hospital  administrators,  and  represent- 
atives of  voluntary  health  agencies. 

Appropriations 

The  law  authorizes  the  appropriation  of  $50 
million  in  fiscal  1966,  $90  million  in  fiscal  1967, 
and  $200  million  in  fiscal  1968  to  be  used  for 
grants  to  assist  public  or  nonprofit  private  uni- 
versities, medical  schools,  research  centers,  and 
other  public  or  nonprofit  private  institutions 
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and  agencies  in  (a)  planning,  (b)  conducting 
feasibility  studies,  and  (c)  operating  pilot  proj- 
ects for  the  establishment  of  regional  medical 
programs  of  research,  training,  and  demonstra- 
tion activities  to  carry  out  the  above  purposes. 
Sums  appropriated  under  this  part  of  the  pro- 
gram will  remain  available  until  the  end  of  the 
fiscal  year  following  the  year  they  are  appro- 
priated. 

A grant  will  be  for  part  or  all  of  the  cost 
of  the  planning  or  other  activities  for  which 
the  application  is  made.  However,  a grant  for 
the  construction  of,  or  provision  of  built-in  (as 
determined  in  regulations)  equipment  for,  any 
facility  may  not  exceed  90%  of  the  cost. 

The  law  specifically  states  that  appropriated 
funds  will  not  be  available  to  pay  the  cost  of 
hospital,  medical,  or  other  care  of  patients  ex- 
cept to  the  extent  it  is,  as  determined  in  regula- 
tions, incident  to  those  research,  training,  or 
demonstration  activities  which  meet  the  pur- 
poses of  the  law.  Further,  the  law  provides  that 
no  patient  may  be  furnished  hospital,  medical, 
or  other  care  at  any  facility  under  this  program 
unless  he  has  been  referred  to  the  facility  by  a 
practicing  physician. 

Definitions 

A “regional  medical  center ” means  a coopera- 
tive arrangement  among  a group  of  public  or 
nonprofit  private  institutions  engaged  in  re- 
search, training,  diagnosis,  and  treatment  relat- 
ing to  heart  disease,  cancer,  or  stroke,  and,  at 
the  option  of  the  applicant,  related  diseases, 
but  only  if  the  group:  (1)  is  situated  within  a 
geographic  area  composed  of  any  part  of  one  or 
more  states  which  the  Surgeon  General  deter- 
mines in  accordance  with  regulations  to  be  ap- 
propriate for  carrying  out  the  purposes  of  the 
law:  (2)  consists  of  one  or  more  medical  cen- 
ters, one  or  more  clinical  research  centers,  and 
one  or  more  hospitals;  and  (3)  has  in  effect  co- 
operative arrangements  among  its  components 
which  the  Surgeon  General  finds  will  be  ade- 
quate for  carrying  out  the  purposes  of  the  law. 

A “medical  center”  means  a medical  school 
or  other  medical  institution  involved  in  post- 
graduate medical  training,  or  one  or  more  hos- 
pitals affiliated  therewith  for  teaching,  research, 
and  demonstration  purposes. 

A “clinical  research  center”  means  an  institu- 
tion or  a part  thereof,  the  primary  function  of 


which  is  research,  training  of  specialists,  and 
demonstrations,  and  which  provides  specialized 
high  quality  diagnostic  and  treatment  services 
for  inpatients  and  outpatients. 

A “ hospital ” means  a hospital  as  defined  in 
the  Hill-Burton  Act  or  other  health  facility  in 
which  local  capability  for  diagnosis  and  treat- 
ment is  supported  and  augmented  under  this 
program. 

“Construction”  includes  alteration,  major  re- 
pair (as  permitted  in  regulations),  remodeling, 
and  renovating  of  existing  buildings  (including 
initial  equipment),  and  replacement  of  obsolete 
built-in  (as  determined  in  regulations)  equip- 
ment of  existing  facilities. 

Planning  Grants 

The  law  authorizes  the  Surgeon  General,  upon 
recommendation  of  the  National  Advisory  Coun- 
cil on  Regional  Medical  Programs  (established 
by  the  law ) to  make  grants  to  public  or  nonprofit 
private  universities,  medical  schools,  research 
institutions,  and  other  public  or  nonprofit  private 
agenices  to  assist  them  in  planning  the  develop- 
ment of  regional  medical  programs.  Grants  may 
be  made  only  upon  applications  approved  by  the 
Surgeon  General. 

An  application  may  be  approved  only  if  it 
contains:  (1)  reasonable  assurances  that  the  fed- 
eral funds  will  be  used  only  for  the  purposes  for 
which  they  are  paid,  (2)  reasonable  assurances 
that  the  applicant  will  provide  for  fiscal  control 
and  fund  accounting  procedures  as  are  required 
by  the  Surgeon  General;  (3)  reasonable  assur- 
ances that  the  applicant  will  make  reports  as 
the  Surgeon  General  may  from  time  to  time  re- 
quire and  will  keep  records  and  afford  access 
thereto  as  the  Surgeon  General  may  find  neces- 
sary to  verify  the  reports;  and  (4)  a satisfac- 
tory showing  that  the  applicant  has  designated 
an  advisory  group  to  advise  the  applicant  (and 
participating  agencies)  in  formulating  and 
carrying  out  the  planning  for  the  establishment 
and  operation  of  the  regional  medical  program. 
(The  advisory  group  must  include  practicing 
physicians,  medical  center  officials,  hospital  ad- 
ministrators, representatives  from  appropriate 
medical  societies,  voluntary  health  agencies, 
representatives  of  other  organizations  concerned 
with  activities  of  the  kind  carried  on  under  the 
program,  and  members  of  the  public.) 
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Grants  for  Regional  Medical  Programs 

The  Surgeon  General,  upon  recommendation 
of  the  National  Advisory  Council  on  Regional 
Medical  Programs,  is  authorized  to  make  grants 
to  public  or  nonprofit  universities,  medical 
schools,  research  institutions,  and  other  nonprofit 
or  private  agencies  to  assist  in  the  establish- 
ment and  operation  of  regional  medical  pro- 
grams, including  construction  and  equipment  of 
facilities.  Grants  may  be  made  only  for  appli- 
cations approved  by  the  Surgeon  General. 

An  application  may  be  approved  only  if  it  is 
recommended  by  the  local  advisory  group  and 
contains  reasonable  assurances  that:  (1)  the  fed- 
eral funds  (a)  will  be  used  only  for  the  purposes 
for  which  they  are  paid,  and  (b)  will  not  sup- 
plant funds  that  are  otherwise  available  for 
establishment  or  operation  of  the  regional  med- 
ical program  with  respect  to  which  the  grant  is 
made;  (2)  the  applicant  will  provide  for  fiscal 
control  and  accounting  procedures  as  are  re- 
quired by  the  Surgeon  General;  (3)  the  applicant 
will  make  such  reports  as  the  Surgeon  General 
may  from  time  to  time  require  and  keep  records 
and  afford  access  thereto  as  the  Surgeon  Gen- 
eral may  find  necessary  to  verify  the  reports; 
and  (4)  laborers  and  mechanics  will  be  paid  in 
accordance  with  the  Davis-Bacon  Act  and  other 
regulations  relating  to  overtime  pay. 

National  Advisory  Council  on  Regional 
Medical  Programs 

The  Surgeon  General,  with  the  approval  of 
the  Secretary,  is  authorized  to  appoint  a Na- 
tional Advisory  Council  consisting  of  the  Sur- 
geon General  as  chairman,  and  twelve  members 
not  otherwise  full-time  employees  of  the  U.  S. 
who  are  leaders  in  the  fields  of  fundamental 
sciences,  medical  sciences,  or  public  affairs.  At 
least  two  of  the  appointed  members  must  be 
practicing  physicians;  one  must  be  outstanding 
in  the  study,  diagnosis,  or  treatment  of  heart 
disease;  one  must  be  outstanding  in  the  study, 
diagnosis,  or  treatment  of  cancer;  and  one  must 
be  outstanding  in  the  study,  diagnosis,  or  treat- 
ment of  stroke.  The  Council  is  to  advise  and 
assist  the  Sufgeon  General  in  the  preparation 
of  regulations  and  policy  matters  arising  with 
respect  to  the  administration  of  the  law.  It  will 
also  consider  all  applications  for  grants  and  make 
recommendations  to  the  Surgeon  General  with 
respect  to  approval  of  applications  and  amounts 
of  grants. 


Regulations 

The  Surgeon  General,  after  consultation  with 
the  Council,  will  prescribe  general  regulations 
(a)  covering  the  terms  and  conditions  for  ap- 
proving applications  for  grants,  and  (b)  for  the 
coordination  of  programs  assisted  under  the  law 
with  programs  for  training,  research,  and  demon- 
strations relating  to  the  same  diseases  assisted 
or  authorized  under  this  law  or  other  laws. 

Listing  of  Treatment  and  Training  Centers 

The  Surgeon  General  must  establish  and  main- 
tain on  a current  basis  lists  of  facilities  in  the 
U.  S.  equipped  and  staffed  to  provide  the  most 
advanced  methods  and  techniques  in  the  diag- 
nosis and  treatment  of  heart  disease,  cancer,  or 
stroke,  together  with  related  information,  in- 
cluding the  availability  of  advanced  specialty 
training  in  those  facilities.  He  must  make  the 
lists  and  related  information  readily  available 
to  licensed  practitioners  or  other  persons  re- 
quiring such  information.  In  order  to  make  the 
lists  an  dinformation  most  useful,  the  Surgeon 
General  must  consult  with  interested  national 
professional  organizations. 

Report  of  the  Surgeon  General 

On  or  before  June  30,  1967,  the  Surgeon  Gen- 
eral, after  consultation  with  the  Council,  will 
have  to  submit  to  the  Secretary  for  transmission 
to  the  President  and  then  to  the  Congress,  a re- 
port of  activities  under  the  law  together  with: 
(1)  a statement  of  the  relationship  between  fed- 
eral financing  and  financing  from  other  sources 
of  the  activities  under  the  law;  (2)  an  appraisal 
of  the  activities  assisted  under  the  law  in  the 
light  of  their  effectiveness  in  carrying  out  the 
purposes  of  the  law;  and  (3)  recommendations 
with  respect  to  the  extension  or  modification 
of  the  law. 

Audits 

The  law  provides  that  every  recipient  of  as- 
sistance under  the  law  will  be  required  to  keep 
such  records  as  the  Secretary  may  prescribe,  in- 
cluding records  which  fully  discolse  the  amount 
and  disposition  of  such  assistance,  the  total  cost 
of  the  project  for  which  assistance  was  given, 
and  the  amount  of  the  cost  supplied  by  other 
sources,  and  such  other  records  as  will  facilitate 
an  effective  audit.  Both  the  Secretary  and  the 
Comptroller  General  must  be  given  access  for 
audit  and  examination  to  any  books,  documents, 
papers,  and  records  of  the  recipients  that  are 
pertinent  to  the  grants  received  under  the  law. 
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APPOINTMENTS 
ANNOUNCED  BY  BC/BS 

Announcement  was  made  by  John  C.  Foster, 
executive  director  of  Arizona  Blue  Cross/Blue 
Shield,  of  two  new  executive  assignments  with- 
in the  organization. 

Wesley  A.  Wierson  has  been  made  assistant 
director  in  charge  of  external  operations  covering 
sales,  public  relations  and  professional  relations. 
Woodrow  Sherin  has  been  appointed  assistant 
director  in  charge  of  internal  operations  which 
includes  claims,  accounting,  subscriber  services, 
research,  etc. 

Wierson  of  3702  North  34th  Place,  has  been 
with  the  plan  for  18  years.  He  is  a graduate 
of  Arizona  State  University. 

Sherin,  who  came  with  the  plan  in  1964,  re- 
sides at  3601  North  5th  Avenue,  and  is  a gradu- 
ate of  the  University  of  Iowa.  He  was  formerly 
with  the  Blue  Shield  plan  in  Iowa. 

Both  new  assignments  are  effective  immedi- 
ately. 


ARIZONA  MEDICAL 
ASSISTANT  RECEIVES 
CERTIFICATION  IN  65 

An  Arizona  physician’s  aide  became  a Certi- 
fied Medical  Assistant  in  1965,  under  the  pro- 
gram sponsored  by  the  American  Association  of 
Medical  Assistants.  The  announcement  was 
made  at  the  AAMA’s  annual  convention. 

Shirley  Proctor,  Phoenix,  received  certification 
in  the  clinical  category. 

To  be  eligible  for  the  examination,  the  ap- 
plicant must  have  worked  as  a medical  assistant 
three  years.  The  two-day  test  is  given  once  a 
year  at  regional  centers  throughout  the  United 
States.  Applications  for  the  1966  Certification 
Program  should  be  sent  to  the  American  Asso- 
ciation of  Medical  Assistants,  510  N.  Dearborn 
St.,  Chicago,  111.  60610,  before  Feb.  1,  1966. 


DRUGS  UNDER 
MEDICARE 

A backgrounder  on  the  drugs  which  will  be  reimbursable  for 
elderly  recipients  under  Part  I of  the  new  Medicare  Act  (P.L. 
89-97);  why  some  strange  items  will  be  paid  for  by  tax  funds 
and  why  some  good  drugs  won’t  be.  As  usual,  we  suggest  that 
you  check  your  own  reliable  sources  although  we  believe  the 
facts  as  presented  herin  are  correct.. 

If  a doctor  prescribes  Broom  Tops  or  Gua- 
rumbo,  or  if  he  prescribes  a Black  Widow  Spider 
for  an  elderly  patient  in  a hospital  or  nursing 
home  after  July  1,  1966,  the  new  Medicare  law 
will  pay  for  the  prescription. 

But  chances  are  that  payment  will  not  be  au- 
thorized if  he  prescribes  any  of  three  pain  re- 
lievers which  contain  narcotics  or  any  of  eight 
pain  relievers  without  narcotics;  if  he  prescribes 
any  of  seven  antibiotic  mixtures  which  treat  sev- 
eral conditions  at  once,  or  any  of  nine  cold  pre- 
parations or  any  of  a like  number  of  cough 
preparations. 

There  are  dozens  of  other  medicines  which 
probably  won’t  be  approved  as  reimbursable 
items,  all  because  of  the  way  the  law  is  written. 
Yet  these  pain  relievers  and  antibiotics  and  cold 
and  cough  preparations  are  among  the  200  most 
frequently  prescribed  drugs  on  today’s  market. 

The  probable  result  of  all  this  is  that  many 
elderly  patients  will  be  surprised  and  dismayed, 
upon  leaving  a hospital  or  nursing  home  after 
Medicare  becomes  operative  on  July  1,  1966,  to 
learn  that  they  will  have  to  pay  personally  for 
some  of  the  drugs  prescribed  by  their  physician 
while  under  such  care. 

How  did  Congress  manage  to  create  such  a 
situation? 

The  House  of  Representatives  passed  the 
Medicare  bill  on  April  8,  1965.  The  House  Ways 
and  Means  Committee  held  no  public  hearings 
during  1965.  The  Senate  Finance  Committee, 
however,  did  open  its  hearings  to  public  testi- 
mony and  thereafter  approved  numerous  amend- 
ments to  the  bill  as  passed  by  the  House.  The 
House  measure  identified  the  “drugs  arid  bio- 
logicals”  which  would  be  paid  for  by  the  U.  S. 
government  as  those  listed  in  the  United  States 
Pharmacopeia,  the  National  Formulary,  New 
Drugs,  or  Accepted  Dental  Remedies.  These 
are  all  books  of  standards  or  association  spon- 
sored references  which  describe  certain  drugs 
and  medical  preparations.  The  House  also  pro- 
vided that  any  hospital  which  had  a pharmacy 
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and  drug  therapeutics  committee  could  approve 
for  reimbursement  any  drug  not  listed  in  the 
authorized  reference  books. 

In  testimony  before  the  Senate  Committee, 
the  Pharmaceutical  Manufacturers  Association 
(PMA)  showed  that  only  55  percent  — or  109— 
of  the  200  drugs  most  frequently  prescribed  in 
1964  were  listed  in  the  reference  books  men- 
tioned in  the  House-passed  bill.  Of  the  91  not 
listed,  80  were  “combination”  drugs,  or,  drugs 
which  contain  more  than  one  medicinal  ingredi- 
ent. The  reference  works  cited,  as  a matter 
of  established  policy,  list  practically  no  combina- 
tion products  although  they  do  list  some  or  all 
of  the  ingredients. 

This  was  ambiguous. 

In  PMA’s  opinion  it  meant  that  if  a doctor 
wished  to  give  a patient  a combination  product 
he  would  have  to  prescribe  each  of  die  ingredi- 
ents separately  in  order  for  the  government  to 
nay.  A patient,  therefore,  might  take  five  Dills, 
capsules  or  injections  where  only  one  — con- 
taining a combination  of  the  five  — would 
suffice. 

PMA’s  calculations  indicated  that  the  cost  of 
medicafions,  if  prescribed  as  single  products 
rather  than  combinations,  could  be  increased  as 
much  as  551  percent.  And  the  U.  S.  Govern- 
ment, or  more  accurately, 'the  taxpayers,  would 
have  to  pay  the  bill. 

PMA  also  pointed  out  what  it  considered  as 
another  weakness  in  the  House  bill.  It  quoted 
from  a report  entitled  Mirror  to  Hospital  Phar- 
macy, published  in  1964  and  based  on  a study 
sponsored  by  the  U.  S.  Public  Health  Service 
and  conducted  by  the  American  Society  of  Hos- 
pital Pharmacists.  This  report  struck  directly 
at  that  phase  of  the  House  bill  which  stipulated 
that  a hospital  pharmacy  and  drug  therapeu- 
tics committee  could  approve  for  reimbursement 
any  drug  not  included  in  the  authorized  refer- 
ence books. 

The  study  showed  that  of  the  nation’s  7,00 
hospitals,  no  more  than  1,085  had  such  commit- 
tees which  met  at  least  once  a year.  It  indi- 
cated that  in  85  percent  of  the  hospitals,  there 
was  no  committee  which  could  effectively  take 
advantage  of  whatever  leeway  the  House  bill 
might  provide  for  the  selection  of  drugs. 

The  Senate  Committee  agreed  that  a clarifi- 
cation was  needed.  It  amended  the  House  bill 


to  include  combination  drugs  “if  the  principal 
ingredient  or  ingredients”  were  listed  in  the 
authorized  reference  books.  The  Senate  ap- 
proved this  version  of  the  bill.  The  Senate  also 
included  as  an  additional  official  compendium, 
the  Homoeopathic  Pharmacopoeia,  which  lists 
a large  number  of  unusual  items,  such  as  Black 
Widow  Spider,  Broom  Tops  and  Guarumbo. 

Then  the  bill,  as  approved  by  the  Senate, 
went  to  a conefrence  committee  composed  of 
members  of  the  Senate  and  members  of  the 
House  of  Representatives.  This  committee 
thrashed  out  the  differences  between  the  two 
versions  of  the  bill. 

The  measure  which  emerged  retained  the 
Homoeopathic  Pharmacopoeia.  It  omitted  the 
Senate-proposed  amendment,  which  would  have 
included  combination  products. 

Both  the  Senate  an  dthe  House  of  Representa- 
tives approved  the  compromise  measure  and  it 
was  signed  into  law  by  President  Johnson  on 
July  30,  1965. 

This  law  must  now  be  interpreted  by  the  Sec- 
retary of  the  Department  of  Health,  Education 
and  Welfare.  It  is  possible  that  the  regulations 
will  be  written  to  include  some  of  the  combina- 
tion drugs  which  were  not  specifically  included 
in  the  bill  as  enacted. 

If  HEW  adheres  to  a strict  interpretation, 
many  useful  drugs  will  not  be  reimbursable 
under  Medicare.  Our  elder  citizens  should 
know  of  this  possibility  so  they  will  not  expect 
that  all  drugs  prescribed  in  a hospital  or  nurs- 
ing home  will  be  paid  for  beginning  next  July  1. 


BUBONIC  PLAGUE 

Report  from  Arizona  State  Department 
of  Health 

Sylvatic  (wild  rodent)  plague  is  known  to 
occur  in  all  15  western  states  of  the  continental 
United  States.  From  time  to  time  it  is  respon- 
sible for  epizootics  among  such  wild  animals  as 
rabbits  and  prairie  dogs.  At  these  times  we  are 
apt  to  be  faced  with  some  human  cases. 

The  possibility  of  a human  epidemic  occurring 
as  a result  of  sylvatic  plague  is  quite  remote. 
Seldom  are  there  more  than  a few  direct  contacts 
between  infective  ectoparasites  of  wild  rodents 
and  humans.  In  Arizona  and  New  Mexico  most 
human  cases  have  occurred  among  the  Indians 
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because  they  frequently  live  in  close  proximity 
to  prairie  dog  villages  and  also  because  they 
use  wild  rodents  for  food.  There  is  the  possi- 
bility that  plague  may  take  the  pneumonic  form 
which  does  constitute  a serious  epidemic  threat 
in  humans. 

Within  the  past  30  years  only  2 cases  have 
been  officially  recorded  in  Arizona  — both  in 
Apache  County.  The  first  occurred  in  1950  and 
the  second  one  in  1963. 

During  July  and  August  of  this  year  an  out- 
break of  plague  among  prairie  dogs  occurred  in 
the  vicinity  of  Gallup,  New  Mexico  which  was 
probably  the  largest  epizootic  in  the  history  of 
this  country.  This  resulted  in  5 reported  human 
cases  ( 4 confirmed  and  1 presumptive 
diagnosis ) . 

At  this  same  time  plague  destroyed  many 
prairie  dogs  in  Arizona,  in  Apache  and  Navajo 
Counties.  Fortunately  no  human  cases  have 
been  noted. 

The  area  involved  in  the  epizootic  encom- 
passed sections  of  the  Indian  Reservations  that 
are  used  for  tribal  gatherings  and  ceremonials. 
In  order  to  reduce  the  liklihood  of  more  cases, 
the  Indian  Health  Service  instituted  control 
measures  within  the  gathering  areas  as  well  as 
near  human  habitations.  This  program  consisted 
of  dusting  prairie  dog  burrows  with  malathion  in 
order  to  kill  their  ectoparasites.  This  was  fol- 
lowed, in  some  instances,  by  eradication  of  the 
prairie  dogs  in  some  villages. 

During  the  Navajo  Tribal  Fair,  a medical  sur- 
veillance team  was  maintained  to  assist  the  fan- 
participants  and  attendees  by  the  use  of  educa- 
tional materials  and  to  detect  any  cases  that 
might  occur.  The  control  measures  proved  to  be 
quite  adequate. 

Long-range  control  and  surveillance  measures 
will  now  be  formulated  in  order  to  protect  the 
public  against  bubonic  plague  — a plague  that 
did  not  disappear  with  the  passage  of  the  Mid- 
dle Ages. 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


Jrizona  / '{edicine 

p.o.  box  128  scottsdale,  arizona  85252  • 
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I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 
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What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital  tract; 
pregnancy;  severe  depression.  Precautions:  When 
lactation  is  desired,  withhold  Norinyl  until  nursing 
needs  are  established.  Existing  uterine  fibroids  may 
increase  in  size.  In  metabolic  or  endocrine  disorders 


careful  clinical  preevaluation  is  indicated.  If  liver  or 
endocrine  function  tests  are  indicated,  withhold 
Norinyl  prior  to  tests.  Patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  observa- 
tion. Thus  far  no  deleterious  effect  on  pituitary, 
ovarian,  adrenal  or  uterine  function  has  been  noted; 
however,  long-range  possible  effect  on  these,  and 
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What  it  takes... 


the  Norinyl  2mg.  regimen  provides 


patient 
and  physician 
confidence 


fewest  possible 
side  effects 


no  confusion 
about  dosage 


a well-informed 
patient 


Virtually  100%  effectiveness... Norethindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  the  agent  is  used  as  directed. 


Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 


An  unbreakable  “confusionproof”  package  that 
makes  it  easy  for  patients  to  adhere  to  the  prescribed 
dosage  schedule;  tablets  individually  sealed  and 
numbered  from  1 through  20; 
monthly  calendar  enables 
patient  to  keep  a record  of 
dosage  by  day  and  corre 
sponding  tablet  number. 


An  informative  64-page 
purse-size  book  for  full  pa 
tient  understanding  and 
cooperation.  Available  in 
quantities  on  your  request. 


tablets 


(norethindrone  2 mg.  c 


0.1  mg.) 


for  what  it  takes  to  see  her  through 


other  organs,  must  await  more  prolonged  observa- 
tion. Side  Effects:  Changes  in  the  menstrual  cycle, 
symptoms  resembling  early  pregnancy,  weight  gain, 
nausea,  headache,  dizziness,  nervousness  and  irri- 
tability. Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 through 
and  including  day  24  of  the  menstrual  cycle.  (Day  1 


is  the  first  day  of  menstrual  bleeding.)  Availability: 
Dispensers  of  20  and  60  tablets;  bottles  of  100. 


norethindrone — an  original  steroid  from 

SYNTEX  E3 

LABORATORIES  INC. .PALO  ALTO.  CALIF. 
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na sitters  of*  editorial  interest 
to  the  medical  profession 


PREVAILING  FEES: 

There  have  been  many  questions  regarding 
the  new  Blue  Shield  program  of  prevailing  fees 
as  developed  by  the  National  Association  of 
Blue  Shield  Plans.  The  Arizona  Medical  Asso- 
ciation Board  of  Directors  has  requested  Blue 
Shield  to  undertake  the  necessary  survey  to 
establish  the  feasibility  of  adopting  this  new 
concept. 

This  program  has  been  described  as  a “chal- 
lenging new  concept”  and  a “pioneering  step 
into  the  future  of  prepayment.”  Primarily  it  is 
aimed  at  meeting  consumer  demands  for  pre- 
dictable paid-in-full  medical-surgical  benefits. 
Developed  in  October  1964,  the  plan  provides 
for  the  payment  in  full  of  a participating  physi- 
cian’s usual  charge  according  to  his  own  profile 
of  fees. 

Five  Blue  Shield  plans  — in  Delaware,  Ken- 
tucky, Pennsylvania,  Illinois  and  Texas  — have 
already  adopted  the  program,  which  John  W. 
Castellucci,  Executive  Vice  President  of  the  Na- 
tional Association  of  Blue  Shield  Plans  has 
termed  “a  realistic  aproach  to  prepayment  which 
preserves  the  physician’s  right  to  set  his  own 
value  on  his  service.” 

Castellucci  stated,  “In  the  ‘prevailing  fees’  pro- 
gram, a physician  submits  to  his  local  Blue 
Shield  plan  a list  of  the  individual  charges  that 
he  makes  for  procedures  and  services  rendered 
to  his  patients  in  the  routine  practice  of  his  pro- 
fession. This  list  becomes  his  ‘profile’  of  fees. 

“Using  all  of  the  physicians’  fee  profiles,  the 
Blue  Shield  plan  then  computes  the  levels  of 
prevailing  charges  to  include  approximately  90% 
of  physicians  in  each  economic  area. 

“By  analyzing  the  individual  profiles  in  terms 
of  economic  areas,  the  Blue  Shield  plans  can 
achieve  community  charge  levels  which  accur- 
ately reflect  the  local  practice  of  medicine  and 
to  ascertain  at  which  point  the  fees  of  90%  of 
the  doctors  in  the  areas  would  be  covered,”  he 
added. 


Participation  in  the  program  requires  that  a 
physician  certify  that  the  list  of  charges  he  sub- 
mits to  the  Blue  Shield  plan  reflect  the  fees 
charged  to  most  of  his  patients,  and  that  he  will 
accept  those  charges  for  services  rendered  to 
Blue  Shield  subscribers. 

A participating  physician  has  the  right  to  in- 
crease his  fees,  but  must  notify  the  Blue  Shield 
plan  of  his  intention  to  do  so  at  least  90  days 
before  the  increased  fees  are  put  into  effect.  If 
his  new  charges  are  still  within  the  90%  of  fees 
in  the  area,  he  will  be  paid  the  new  fee  by  the 
plan. 

Castellucci  cited  the  advantages  of  prevailing 
fees: 

It  provides  for  a differentiation  between 
charges  made  by  a specialist  and  charges  made 
by  a non-specialist. 

It  assures  subscribers  that  their  bills  will  be 
paid-in-full,  without  regard  to  income  limita- 
tions, if  they  are  covered  by  a “prevailing  fees” 
contract  and  receive  care  from  a participating 
physician. 

It  allows  physicians  to  determine  the  value 
of  their  own  services,  without  tying  them  to  fixed 
fee  schedules  which  in  many  instances  do  not 
accurately  reflect  their  charges. 

It  allows  physicians  to  request  additional  com- 
pensation from  Blue  Shield  when  unusual  cir- 
cumstances require  that  a doctor’s  fee  far  ex- 
ceed his  normal  charge. 

Spokesmen  for  those  plans  which  have  already 
adopted  the  “prevailing  fees”  concept  are  en- 
thusiastic over  the  program. 

BLUE  SHIELD  PROGRAM  CONVENTION: 

Arizona  was  well  represented  at  the  annual 
program  conference  of  the  National  Association 
of  Blue  Shield  Plans  in  Chicago  on  October  25, 
26  and  27.  Those  attending  were  James  L. 
Grobe,  M.D.,  Chairman  of  the  Blue  Shield  Pro- 
fessional Committee;  Paul  B.  Jarrett,  M.D.,  Pres- 
ident-Elect, Arizona  Medical  Association;  James 
E.  O’Hare,  M.D.,  President  of  the  Arizona  Medi- 
cal Association;  Charles  E.  Van  Epps,  M.D., 
President  of  Arizona  Blue  Shield;  Robert  Car- 
penter, Executive  Secretary  of  the  Arizona  Med- 
ical Association,  as  well  as  John  C.  Foster,  Exec- 
utive Director  of  Arizona  Blue  Cross/Blue 
Shield;  Donald  E.  Yost,  Physicians  Relations 
Manager;  Carl  E.  Behle,  Professional  Relations 
Director;  and  Robert  R.  Rinehart,  Advertising 
and  Public  Relations  Director. 
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Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects;  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


but 

for  those  who  are . . . 

Bamadex’ 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels' 

Sustained  Release  Capsules 


Happily, 

not  all  your  patients 
are  overweight 
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FUTURE 

MEDICAL  MEETINGS 


NINTH  ANNUAL  CARDIAC 
SYMPOSIUM 


under  the  auspices  of  the 

Arizona  Heart  Association 


American  College  of  Surgeons 
Sectional  Meeting 

January  31-February  2,  1966 
Shamrock-Hilton  Hotel 
Houston,  Texas 

Sessions  in  the  specialties  of  ophthalmic 
surgery,  otorhinolaryngology,  urology,  and 
thoracic  surgery  as  well  as  in  general 
surgery. 


January  28  and  29,  1966 

Del  Webb  TowneHouse 
Phoenix,  Arizona 


Some  of  the  featured  speakers  and  topics: 

F.  Mason  Sones,  M.D.,  Cleveland,  Ohio 
— Case  Selection  and  Evaluation  for 
Prosthetic  Valve  Replacement. 

Elliot  Rapaport,  M.D.,  San  Francisco, 
Calif.  — Present  Criteria  for  Selection 
of  Patients  with  Acquired  Heart  Dis- 
ease for  Surgery. 

Leonard  Linde,  M.D.,  Los  Angeles, 
Calif.  — Office  Management  of  the 
Patient  with  a Heart  Murmer. 

Donald  B.  Effler,  M.D.,  Cleveland, 
Ohio  — Surgical  Treatment  of  Coron- 
ary Artery  Disease. 

Panel  Discussions  — 

Special  activities  planned  for  family 
members  and  guests  during  the  Sym- 
posium sessions. 


Eighteenth  Annual  Midwinter 
Radiological  Conference 

sponsored  by  the  Los  Angeles 
Radiological  Society 

January  29th  and  30th,  1966 
International  Hotel  (adjacent  to 
Los  Angeles  International  Airport) 
Los  Angeles,  California 


30th  Annual  Session  of  the 

International  Medical  Assembly 
of  Southwest  Texas 

January  24-26,  1966 

Granada  Hotel,  San  Antonio,  Texas 
For  further  information  and  registration 
contact:  Mr.  S.  E.  Cockrell,  Jr.,  Executive 
Secretary,  202  W.  French  Place,  San  An- 
tonio, Texas.  78212 


The  American  College  of  Physicians 

Postgraduate  Course  No.  9 
Internal  Medicine 

University  of  Alabama  Medical  Center 
Birmingham,  Alabama 

Jan.  10-14,  1966 

Note:  Registration  forms  and  requests  for 
information  are  to  be  directed  to:  Edward 
C.  Rosenow,  Jr.,  M.D.  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 
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Butazolidin  alka 

Each  capsule  contains: 

Butazolidin,  brand  of 
phenylbutazone  100  mg. 

dried  aluminum, 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 

in  painful 
shoulder 


Geigy 


Therapeutic  Effects 

The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  phenylbutazone.  Pain  and 
tenderness  may  be  relieved  within  24-48 
hours  and  mobility  of  the  affected  arm 
quickly  restored.  Full  recovery  is  frequently 
achieved  within  7-10  days  so  that  therapy  is 
generally  of  short  duration.  Calcific  deposits 
are  not  specifically  affected  by  treatment, 
but  their  presence  does  not  appear  to  retard 
symptomatic  improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent  chem- 
otherapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 

Also  available: 

Butazolidin® 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


BU  4010P 


STABILITY 
'SATISFACTION 
SERVICE 

For  Complete 
Information,  Contact: 

'CHARLES  A.  DeLEEUW 
PHOENIX 
3424  N.  Central  Ave.  266  — 2403 

RONALD  E.  DEITRICH 

TUCSON 

5201  N.  Oracle  Rd 
297-1158 


A STATEWIDE  PROTECTION  PROGRAM 

12  YEARS  OF  PROFESSIONAL  PREFERENCE  IN  ARIZONA 

ADMINISTRATION  ON  A PERSONALIZED,  LOCAL  BASIS 


Disability  Insurance  pays. ..not  only  •when  you’re  sick  or 
I n j ured . . . but  also  in  'peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power’’ 


SECURITY 


Now  $1,000 

up  to  -$o09-  Monthly  Income  Benefit  Available 

ClrtO  Accidental  Death  & Dismemberment  Plan 

UP  TO  Also  available  for  members  and  wives. 


Underwritten  by 

National  Casualty  Company 

of  Detroit,  Michigan 


APPROVED  AND  RECOMMENDED  BY  THE 
MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

for  members  of 

The  Arizona  Medical  Association,  Inc. 
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On  Stelazine'  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 


Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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TUBERCUUNJINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9635*5 
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DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word-  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZona 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 

Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.*  — Paul  E.  Palmer,  M.D.* 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Bivd. 

Tucson,  Arizona 


Fairmont  Pharmacy 


3231  East  McDowell  Road 


Phoenix,  Arizona 


PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


<3 m ^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


This  Space 
Available  for 
Professional  Card 
Listing 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 
622  N.  Wells  Fargo 
Scottsdale,  Arizona 
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Classified 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Situation  Wanted:  Association  or  practice  oppor- 
tunity desired  by  Board  Certified  General  Sur- 
geon, licensed  in  Arizona,  no  objection  to  limited 
general  practice,  available  for  personal  interview 
for  mutual  evaluation.  Reply  Box  64-3,  P.  O.  Box 
128,  Scottsdale,  Arizona  85252 


FOR  SALE:  SEDONA-OAK  CREEK  AREA:  Unex- 
celled scenic  building  lot,  1.4  acres.  Oak  Creek 
frontage.  360-degree  view.  Corral  available  on 
development.  TERMS.  Contact:  K.  H.  Benson, 
M.D.,  Box  219,  Sedona,  Arizona.  Tel.  282-3661. 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  Marcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


FOR  LEASE:  One  half  of  modern  medical  building. 
Approx.  900  sq.  ft.  in  park  setting.  Recently  va- 
cated by  M.D.  Dentist  in  other  half.  Ample  park- 
ing in  rear.  Located  at  2552  N.  15th  Avenue. 
$150.00  per  month. 

Contact:  R.  K.  Huso,  DDS 

253-0131 


Due  to  a nationally  known  doctor's  untimely  de- 
mise, his  practice  is  now  for  sale  by  the  executor 
of  his  estate.  Completely  equipped  office  with 
advantageous  lease  is  located  in  Wickenburg,  a 
small  picturesque  town  in  the  beautiful  desert. 
Practice  has  been  established  since  1949  and 
there  are  only  two  other  doctors  in  the  com- 
munity. Deceased  doctor's  nurse  and  office  girl 
will  give  utmost  cooperation.  For  further  infor- 
mation please  write  to  Frank  Stanlis,  Wickenburg, 
or  John  Galloway,  Valley  National  Bank  Trust 
Dept.,  P.  O.  Box  71,  Phoenix,  Arizona. 
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Classified 


DOCTORS  OFFICE,  FULLY  FURNISHED  AND 
EQUIPPED,  ADJACENT  MODERN  PHARMACY, 
AMPLE  PARKING.  Please  note:  there  is  no  Ortho- 
pedic, ENT,  Dermatologist  or,  most  importantly, 
a Psychiatrist  in  Northern  Arizona.  Four  blocks 
from  Community  Hospital.  Rent  or  lease  $225.00 
per  month.  Contact  at  following  address  or  phone 
collect. 

606  North  Beaver  Street 
Flagstaff,  Arizona 
Phone:  1-602-774-6962 


Optometrist:  Age  fifty;  private  practice,  desires 
work  with  Oculist  or  Ophthalmologist,  Phoenix 
or  Tucson  area;  complete  references  on  request. 
Contact: 

R.  C.  Van  de  Steeg,  O.D. 

P.  O.  Box  39 

Alexandria,  Minnesota  56308 


General  Practitioner  in  fast  growing  Payson.  Of- 
fice in  hospital,  three  bedroom  home.  Call  Lee 
Lindsey,  Administrator,  474-2881  for  information. 
Fully  staffed  hospital  has  15  beds,  OR,  OB  and 
emergency  room. 


SUBLEASE:  Medical  office  at  Park  Central,  550 
West  Thomas  Rd.,  Phoenix.  Available  immediate- 
ly. Occupant  leaving  Arizona.  Ideal  size  — 830 
sq.  ft.  Furnished  and  equipped,  including  X-ray. 
The  present  medical  practice  will  be  given  to  a 
competent  physician  interested  in  this  sublease 
which  has  3V2  years  to  run.  Call  264-9876  for 
details. 
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